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The purposes of the 


International Nursing Review are: 


* TO INFORM nurses throughout the world of the objectives 
and activities of the International Council of Nurses; 


* TO PROVIDE opportunities for an international exchange of 
views and information on nursing and the related 
professions; 


* TO DEVELOP international fellowship and _ understanding 
among members of the nursing profession; 


* TO GIVE inspiration and guidance to the nurses of the world 
in their common endeavours. 





Contributions to the INTERNATIONAL NURSING REVIEW are welcomed by the 
Editor and will be considered for publication. They should be submitted in French 
English, German or Spanish, or, when convenient, in more than one of these languages 


The International Council of Nurses does not necessarily accept responsibility 
for the views expressed in articles which appear in the INTERNATIONAL NURSING REVIEW 
and reserves the copyright of material published. 
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Correspondence 


TROPICAL DISEASE 


Dear Editor, 


I think the ICN report on Tropical 
Disease Nursing is good. It has the most 
specific information for nurses that I have 
seen, and presents in a concise form the 
type of information that usually has to be 
collected from a number of references. 
Most texts on nursing give limited des- 
criptions of diseases, and most on diseases 
give practically nothing about nursing 
care. The principal weakness, which is 
true of so many publications, is the lack 
of instructions regarding collection, prepa- 
ration and handling of specimens for 
laboratory study, and interpretation of 
laboratory reports. 


Mary R. LESTER (MRsS.), 


Chief Nursing Consultant, 
Epidemiology Branch of the US 
Public Health Service. 


NURSING 


Dear Editor, 


I appreciate Mrs. Lester’s comments 
very much. She has aptly raised the 
question of non-inclusion of instructions 
in the paper regarding collection, prepara- 
tion and handling of specimens for 
laboratory study and interpretation of 
laboratory reports. 


In this connection I would like to point 
out that the three member committee, 
on which I sat, at the time of the prepara- 
tion of the paper felt that the handling of 
specimens for laboratory study, of Tropical 
Diseases did not differ from that of handling 
of specimens in other diseases and hence 
this was not included. 


M. KorAH, 


Superintendent, 
Lady Reading Health School, 
India. 





ERRATA 


We apologise for the omission of Mademoiselle Denise S. Boone’s name as a co-author of the article 
“* Conférence d’OMS sur les Services Infirmiers de Santé Publique ” which appeared on page 41 of 
the January 1959 issue of the International Nursing Review. 


We regret that the information regarding the book “ Surgery for Nurses ’’ which appeared on page 
86 of the January 1959 issue of the International Nursing Review was incorrect. This should have 
read as follows: “* Published by E. & S. Livingstone Ltd., Great Britain, 1958, 5th Edition, 712 pp. 


£1 10 Od.” 


This book is distributed in Canada by The Macmillan Company of Canada, Toronto. The American 
agents are The Williams & Wilkins Company of Baltimore. 
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Editorial 


PRIL 7th is World Health Day and this year it has been dedicated to ‘* Mental 

Illness and Mental Health in the World of Today”. Some idea of the extent 
of the problem emerged from a recent WHO seminar which reported: “If the 
amount of bodily disease in the world reached the proportions of many of the existing 
social ills with mental and emotional causes (delinquency, alcoholism, drug addiction, 
suicide, etc.) not to mention classical mental disease, an epidemic state would be 
declared and strong measures taken to combat it.” Perhaps it is still too early to 
write that strong measures are being taken, but at least this vast problem is receiving 
world recognition. This month all over the globe articles will be published and 


meetings will be held to improve professional and public understanding of mental 
health. 


Until comparatively recently mental and emotional problems were linked, even 
in developed countries, with witchcraft, or such problems were regarded as irremediable 
ills for which the only care should be isolation from the community. Today the 
picture is changing so rapidly that even those working in that field have some difficulty 
in keeping abreast of the almost daily progress that is being made. After the intro- 
duction of new drugs and procedures it came to be realized that new attitudes were 
needed if there was to be further progress. From that point it was but a short step 
to the realization that attitudes could form the basis for efforts to prevent the growing 
toll exerted by mental and emotional disturbances. 


Today many countries are passing through a period of intense activity in the 
care of the mentally sick. Fresh cases are recognized at an earlier stage than previously 
and the new improved therapeutic methods are being applied to the older cases, for 
whom in the past there was care, but virtually no therapy. The apparently rapid 
rise in the burden of the mentally sick is therefore partly a reflection of this new 
activity and should not be seen entirely as the precursor of an even larger number of 
mentally sick patients. But there is another side of the picture. 


While in its extreme forms mental illness is not difficult to recognize, the dividing 
line between mental health and mental illness is less clear cut than with physical 
illness. Mental health is perhaps like an elephant, easier to recognize than to describe. 
Yet unless we give thought to what is meant by mental health we may well find that 
this new care for mental illness will extend far beyond its true sphere, because we are 
not sufficiently clear what form of health we are trying to achieve. In an article on 
page 9 of this issue of the Review Miss Altschul poses some questions on this point. 
At present few people think there is an agreed answer, but nurses, because they are 
concerned with the restoration and preservation of health, should not wait and watch 
for others to come forward. As professional people very much concerned with the 
sick and the well patient, nurses have special knowledge to bring to the wise pursuit 
of what is meant by mental health. World Health Day is concerned with mental 
illness and mental health, but the whole of 1960 will be Mental Health Year. The 
Year is sponsored by the World Federation for Mental Health, of which the Inter- 
national Council of Nurses is a member organization. Nurses have already been 
informed of the Year through their national nurses’ associations and have been 
urged to co-operate in the programmes that are being planned. In doing so they 
could well consider whether they are sufficiently aware of the meaning of mental 
health to be able to promote it effectively. 
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While it is quite true that nurses need to make their contribution by giving 
some thought to the real meaning of mental health, there are many nurses who may 
prefer to contribute in a practical way to an actual human problem that is only 
too understandable. On the Ist June, 1959, World Refugee Year will be launched. 


In a variety of ways special efforts are being made to bring about practical action to 


help the several million refugees who are still living with hunger as their only future 
and with only a faint memory of the joy that comes from hope. The refugee problem 
is not confined to one or two isolated parts of the globe; refugees are to be found 
in the Middle East, in Eastern and Western Europe, in Africa and in Asia and the 
Far East. In large camps and in temporary accommodation millions of these people 
live, forgotten by most of us, waiting for some sort of outside help before they can 
do anything for themselves. 


What can nurses do to help bring comfort and, above all, to bring hope to these 
unfortunate people—people who have been there so long that some of their children 
are now nearly grown people, and yet have never known any other home except the 
camp into which they were born? Practical action to help can take several forms. 
Gifts of clothing or money can be given to the national committees which are being 
set up in nearly all countries to make a special effort to help refugees during World 
Refugee Year. The use for all sorts of clothing is obvious. The need for funds 
is not only to help meet the minimum physical needs of life, but for something more: 
funds are needed to train people for jobs and to provide the facilities to settle them 
in a new community, when opportunities for resettlement can be found outside the 
camp. Resettlement is to form a major part of the efforts which will be made in 
World Refugee Year, training to make this possible is essential. But suitable training 
by itself is not enough. Governments must be persuaded to enlarge the number of 
refugees they will admit to their country. These two steps are the first that must be 
taken, and towards both of them nurses can contribute personally in their capacity 
as citizens. As nurses, however, they have a training which should give them special 
advantages in the third but equally essential part of a resettlement plan: smoothing 
the way to adjustment in a new home and a new country where so much will be 
strange and indeed may arouse resentment. Help in this sort of adjustment is intensely 
practical, if difficult, mental health work. The nurse whose other responsibilities 
prevent her from contributing to the total problem could well help individual people 
and receive the sort of satisfaction which first led her to take up nursing as a career. 


Finally, it should not be forgotten that many professional nurses are amongst 
the millions of refugees. ICN Headquarters has for many years had a department 
partially devoted to an assessment of the professional qualifications of such nurses, 
so that they may seek registration in their new country. In many cases the registering 
authority makes due allowances in the light of the information provided by the ICN. 
In other cases one has sometimes noted with regret that the letter rather than the 
spirit behind the registration law is enforced, so that highly experienced nurses are 
required to revert to student status for a period which an impartial observer would 
surely regard as unjustifiable. Could those responsible for demanding long periods 
of supplementary training ask themselves, during World Refugee Year, whether their 
demands are appropriate in all circumstances or whether their laws are unnecessarily 
rigid, and by their very harshness deny the assumption that nurses are the friends 
of the sick and the comforters of those in need? 
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Editorial 


LE 7 avril est La Journée Mondiale de la Santé et cette année on l’a spécialement consa- 
crée aux “‘ Maladies Mentales et 4 la Santé Mentale dans le Monde d’Aujourd’hui.” 
Une petite idée de l’amplitude du probléme ressort d’un récent colloque d’OMS qui a 
rapporté comme suit: “‘ Si le nombre des maladies physiques dans le monde atteignait les 
proportions de beaucoup de malaises sociaux dus 4 des causes mentales et psychologiques 
(délit, alcholisme, toximanie, suicide) sans parler des maladies mentales classiques, on 
n’hésiterait pas a parler d’épidémie et 4 prendre des mesures radicales pour la combattre.” 
Il est sans doute trop tét pour déclarer que des mesures énergiques sont prises a cet effet, 
mais du moins cet immense probléme est reconnu dans le monde entier. Ce mois-ci, dans 
tous les coins du globe on publiera des articles, on organisera des réunions dans le but 
d’aider le public en général et des groupes professionnels en particulier 4 mieux comprendre 
ce que l’on entend par santé mentale. 


Jusqu’a une époque relativement récente, les problemes mentaux et psychologiques, 
méme dans les pays de civilisation avancée, se rattachaient a la sorcellerie et on les considé- 
rait comme des maux incurables qu’il suffisait d’isoler de la société. Aujourd’hui la situation 
a changé si rapidement que, méme ceux qui se consacrent a l’étude de ce sujet ont de la peine 
4 se maintenir au niveau des progrés accomplis presque quotidiennement. Aprés |’intro- 
duction de nouveaux remédes et systémes, on en est arrivé a se rendre compte qu’il fallait 
entrevoir ce probléme sous un jour différent si l’on voulait que de nouveaux progrés fussent 
accomplis. De la a se rendre compte qu’un changement d’attitude pouvait servir de base 
aux efforts visant 4 empécher les ravages croissants causés par les troubles psychologiques 
et mentaux, il n’y avait plus qu’un pas. 

Aujourd’hui maints pays traversent une période d’intense activité en ce qui concerne 
les soins 4 donner aux maladies mentales. On diagnostique plus rapidement qu’autrefois 
les nouveaux cas et on applique de nouvelles méthodes thérapeutiques 4 ces mémes cas 
auxquels autrefois on appliquait des soins, mais sans méthode spécialisée. L’accroissement 
sensible et rapide que représente ces maladies mentales est donc en partie la conséquence de 
cette activité nouvelle et non pas un signe avant-coureur d’un nombre encore plus élevé de 
ces mémes maladies mentales. Mais il y a un autre point de vue 4 considérer. 

Alors qu’il est aisé de reconnaitre des maladies mentales a un stage avancé, la ligne de 
démarcation entre la santé mentale et la maladie mentale est moins clairement indiquée que 
dans le cas des maladies physiques. La santé mentale peut étre comparée a un éléphant— 
plus facile 4 reconnaitre qu’a décrire. Cependant, 4 moins d’examiner ce qu’on veut dire 
par santé mentale, on pourrait en arriver a ce que cette nouvelle attention prétée aux 
maladies mentales s’étende bien au-dela de sa sphére réelle parce que l’on ne pergoit pas 
assez Clairement 4 quel genre de santé nous désirons arriver. 


Dans un article 4 la page 9 de ce numéro de la Revue, Miss Altschul souléve des 
questions relatives 4 ce sujet. A présent bien des gens pensent qu’il existe une réponse qui 
recueille tous les suffrages. Maintes infirmiéres du fait que leur profession implique la 
guérison et le maintien de la santé, ne devraient pas attendre pour aller de l’avant que 
d’autres donnent l’exemple. De par leur profession, ayant affaire tout particuliérement 
avec les malades et les convalescents, les infirmiéres ont des connaissances toutes indiquées 
pour contribuer a la réalisation intelligente de ce qu’on appelle la santé mentale. La 
Journée de la Santé Mondiale s’occupe des maladies et de la santé mentales, alors que toute 
année 1960 sera “‘l’Année de la Santé Mentale ’. L’initiateur de cette “Année de la Santé 
Mentale ” est la Fédération Mondiale pour la Santé Mentale dont le Conseil International 
des Infirmiéres est membre. Les infirmiéres ont déja été mises au courant de l’Année par 
leurs Associations Nationales d’Infirmiéres, on leur a instamment recommandé de co-opérer 
aux programmes 4 l’étude. Ce faisant elles devraient se demander si elles se rendent 
suffisamment compte de ce qu’est la santé mentale afin de pouvoir effectivement l’améliorer. 
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Tout en affirmant que les infirmiéres doivent apporter leur contribution en réfléchissant 
au sens véritable du mot “‘ Santé Mentale’’, il y a quantité d’infirmiéres qui pourraient 
préférer contribuer d’une fagon pratique 4 un probléme véritablement humain, ce qui est 
parfaitement compréhensible. Le I* juin 1959 on lancera l’Année Mondiale des Réfugiés. 
On fait toutes sortes d’efforts pour arriver 4 aider d’une maniére pratique les millions de 
réfugiés qui vivent encore avec le spectre de la faim pour avenir et avec seulement un vague 
souvenir de la joie que peut donner l’espoir. Le probléme des réfugiés ne se limite pas a 
une ou deux parties isolées du globe. On trouve des réfugiés dans le Moyen-Orient, dans 
l'Europe Orientale et Occidentale, en Afrique, en Asie et dans l’Extréme-Orient. Dans de 
vastes camps et dans des logements provisoires, des millions de ces infortunés vivent oubliés 
par la plupart d’entre nous, attendant une aide quelconque du dehors avant de pouvoir 
entreprendre quoi que ce soit par eux-mémes. 


Que peuvent faire les infirmiéres pour aider 4 donner du réconfort et, avant tout, de 
l’espoir a ces malheureux, a ces gens qui sont 1a depuis si longtemps que les enfants sont 
maintenant presque des adultes et n’ont cependant jamais connu d’autre foyer que le camp 
ou ils sont nés? Une aide pratique peut se donner de plusieurs fagons: On peut faire des 
dons de vétements ou d’argent aux Comités Nationaux établis dans presque tous les pays 
dans le but de faire un effort tout particulier pour aider les réfugiés pendant cette Année 
Mondiale. Il est évident qu’on peut utiliser toute espéce de vétements. On a besoin de 
fonds non seulement pour subvenir au minimum des besoins matériels, mais aussi 4 quelque 
chose de plus. Des fonds sont également nécessaires en vue de former du personnel pour 
les différents emplois, pour leur faciliter leur ré-installation dans une nouvelle aggloméra- 
tion quand on leur trouvera l’occasion de s’établir en dehors du camp. Durant l’Année 
Mondiale des Réfugiés on donnera la priorité 4 cette ré-installation dont la condition 
essentielle est la formation professionnelle. Celle-ci toutefois n’est pas suffisante. On doit 
pouvoir persuader les Gouvernements d’augmenter le nombre des réfugiés susceptibles 
d’étre admis dans leurs pays. Voila les deux premiéres mesures a prendre et les infirmiéres 
peuvent y contribuer personnellement en leur qualité de citoyennes de leurs états respectifs. 
En tant qu’infirmiéres elles ont cependant aussi une formation professionnelle qui leur 
donne des avantages particuliers pour la troisiéme partie tout aussi importante d’un projet 
de ré-installation: aider les réfugiés 4 s’adapter 4 un nouveau foyer dans un nouveau milieu 
ol le dépaysement pourrait méme créer du ressentiment. L’aide 4 apporter a cette sorte de 
ré-adaptation n’est autre qu’un travail d’hygiéne mentale d’ordre éminemment pratique, 
quoique difficile. L’infirmiére que d’autres charges empéchent de contribuer 4 l’ensemble 
du probléme, pourrait bien aider les cas individuels et en retirer ce genre de satisfaction 
qui l’a poussée au premier abord dans le choix de sa carriére. 


Finalement, il ne faut pas oublier que parmi les millions de réfugiés se trouve un grand 
nombre d’infirmiéres professionnelles. Le Siége central du CII a depuis de longues années 
une section s’occupant en partie d’établir les qualifications professionnelles de ces infirmiéres 
pour leur permettre d’étre inscrites dans leur pays d’adoption. Dans de nombreux cas les 
autorités responsables de ce service font des concessions justes basées sur les informations 
fournies par le CII. Dans d’autres cas, il est a, regretter que l’on ait pris lettre les lois 
réglant leur régistration, trop au pied de la de sorte que des infirmiéres éminemment 
expérimentées se sont vues forcées de redevenir étudiantes pour une période qui ne pourrait 
se justifier aux yeux d’un tiers impartial. 


Au cours de cette Année Mondiale des Réfugiés ceux qui exigent de longues périodes 
supplémentaires de formation ne devraient-ils pas se demander si cette attitude doit s’appli- 
quer a toutes les circonstances, ou si leur réglements ne sont pas d’une rigidité inutile et par 
cela méme ne vont pas a l’encontre de l’idée que I’on se fait de l’infirmiére; celle qui est 
l’amie des malades et la consolatrice des malheureux. 
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Leitartikel 


A™ 7ten April wird der Tag der Weltgesundheit begangen und in diesem Jahre ist 
er der “ Geisteskrankheit und der Geistesgesundheit ” gewidmet. Ein Seminar- 
report, der vor kurzem von der Weltgesundheitsorganisation (WHO) herausgegeben 
wurde, gab einen Einblick in die Ausdehnung dieses Problems. Es heisst in dem 
Report: ““ Wenn K6rpererkrankungen in der Welt so hohe Proportionen erreicht 
hatten wie die augenblicklichen Sozialerkrankungen, zu denen Verbrechen, Trunk- 
sucht, Sucht fiir Rauschgift, Selbstmord u.a. geh6ren, ohne die bekannten Geistes- 
krankheiten zu erwahnen, wiirde man diesen Zustand als epidemisch erklaren und 
entsprechend strenge Massnahmen zur Bekampfung ergreifen’’. Vielleicht ist der 
Zeitpunkt noch nicht erreicht, um iiber strenge Massnahmen zu schreiben, die 
unternommen werden sollten, aber zum mindesten wird iiberall die Notwendigkeit 
dafiir immer mehr erkannt. In diesem Monat werden in aller Welt Artikel in Zeit- 
schriften erscheinen und Versammlungen gehalten werden, um den berufstatigen 
Menschen und der Allgemeinheit den Begriff der Geistesgesundheit naher zu bringen. 

Selbst in Lindern mit geistig hGherer Entwicklung wurden vor nicht allzu langer 
Zeit Geistes- und Gemiitsprobleme mit Verzauberung begriindet. Geisteskrankheit 
wurde als unheilbar erklart und die einzige Fiirsorge bestand in vélliger Isolierung. 
Die rapiden Fortschritte, die heutzutage in der Behandlung auf diesem Gebiete 
gemacht werden, erfordern ein standiges Studium fiir die Fachleute, um auf der 
Hdhe zu bleiben. Mit der Einfiihrung neuer Drogen und Methoden musste auch 
eine neue Haltung den Kranken gegeniiber eingenommen werden, um weitere 
Heilungserfolge zu erzielen. Und nur ein kurzer Schritt von hier fiihrte zu der 
Erkenntnis, dass eine richtige Haltung oder Einstellung als Grundlage dienen kénnte, 
um die Zunahme der Geistes- und Gemiitsstérungen zu verhiiten. 

In vielen Landern wird intensiv fiir die Heilung der Geisteskranken gearbeitet. 
Neue Falle werden friiher erkannt und fiir die alteren Falle werden neue, verbesserte 
Handlungsmethoden angewendet. In vergangenen Zeiten erhielten Geisteskranke 
wohl Fiirsorge, aber Therapie war unbekannt. Die jetzt scheinbar héhere Anzahl der 
Geisteskranken ist teilweise auf die neuen Erfassungsmethoden und Behandlungen 
zuriickzufihren und darf nicht als ein Vorzeichen fiir allgemeine Zunahme des 
Wahnsinns betrachtet werden. Aber auch dieses Bild hat eine Kehrseite. 

Wahrend sich Wahnsinn in seiner ausgepragten Form deutlich manifestiert, 
sind die Grenzfalle, im Vergleich zu kérperlichen Erkrankungen, sehr viel schwerer 
zuerkennen. Geistesgesundheit ist so offensichtlich, dass diese schwer zu beschreiben 
ist. In der modernen Fiirsorge fiir Geisteskrankheit mégen wir leicht das Ziel 
iiberschreiten, wenn wir uns nicht ganz klar machen, was Geistesgesundheit bedeutet 
und wie wir danach fiir unsere Patienten streben miissen. Zu diesem Punkt stellt 
Miss Altschul in einem Artikel auf Seite 9 dieser Ausgabe der “‘ Review”’ einige 
Fragen. Im Augenblick glauben nur Wenige, dass man iibereinstimmende Antworten 
darauf geben kann. Vor allen Anderen aber sind Krankenschwestern dazu in der 
Lage, unterstiitzt durch ihre Arbeit mit der Wiederherstellung und Erhaltung der 
Gesundheit. Durch ihren beruflich bedingten engen Kontakt mit Kranken und 
Gesunden und an Hand ihrer Fachkenntnisse k6nnen Krankenschwestern wesentlich 
zur Erklarung und Bedeutung der Geistesgesundheit beitragen. Der Tag der Welt- 
gesundheit ist in gleichem Masse der Geistesgesundheit und der Geisteskrankheit 
gewidmet. Aber 1960 soll das Jahr der Geistesgesundheit sein. Die Weltféderation 
fiir Geistesgesundheit, zu deren Mitgliedern der Weltbund der Krankenschwestern 
zahlt, ist die verantwortliche Organisation, die zu diesem Jahre Pate stehen wird. 
Landesschwesternverbande haben ihre Mitglieder bereits davon unterrichtet und 
diese gebeten, an der Zusammenstellung der Programme mit zu arbeiten, die fiir das 
Jahr 1960 geplant sind. Gleichzeitig wird diese Arbeit den Schwestern die Bedeutung 
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der Geistesgesundheit nahe bringen und den Weg weisen zu erfolgreicher Zielsetzung. 

Obwohl es notwendig ist, von Krankenschwestern Beitrage iiber die Geistes- 
gesundheit zu erhalten, kann man es wohl verstehen, dass ihnen eine Abhandlung 
iiber ein menschliches Problem aus dem taglichen Leben naher liegt und mehr zusagt. 
Am 1. Juni 1959 beginnt das Jahr des Welt-Fliichtlingproblems. Durch erhdhte 
Tatkraft und auf vielen Wegen will man den Millionen von Fliichtlingen praktische 
Hilfe bringen, Fliichtlingen, die seit langem nur Hunger als ihre Zukunft kennen und 
sich kaum an die Freude erinnern kénnen, die Hoffnung mit sich bringt. Das 
Fliichtlingsproblem beschrinkt sich nicht auf ein oder zwei isolierte Teile der Erde, 
es ist im nahen Osten, in Ost- und Westeuropa, in Afrika, Asien und dem fernen 
Osten vorhanden. In grossen Lagern und Baracken leben Millionen dieser Menschen, 
von vielen unter uns vergessen, auf Hilfe von draussen wartend, ohne die sie nichts 
fiir sich selbst tun k6nnen. 


In welcher Art konnen Krankenschwestern Erleichterung und vor allem Hoffnung 
diesen ungliicklichen Menschen bringen? Manche unter ihnen leben schon so lange 
in den Lagern, dass ihre dort geborenen Kinder fast erwachsen sind, ohne jemals 
ein anderes Heim, als das Lagerleben kennen gelernt zu haben. Hilfe kann auf 
verschiedenen Wegen gebracht werden. Kleidung und Geld werden von Spezial- 
kommitees, die fast in der ganzen Welt existieren, in Empfang genommen. Im Jahre 
des Fliichtlingsproblems werden besondere Anstrengungen unternommen, um diesen 
Fliichtlingen zu helfen. Dass jede Art Kleidung notwendig ist, braucht nicht erst 
betont zu werden. Finanzielle Beitrage werden nicht nur dazu verwendet, um die 
bescheidensten Anspriiche des Lebens zu befriedigen, sondern auch zur Berufsaus- 
bildung und zur Umstellung und Niederlassung in neuen Wohnstatten ausserhalb des 
Fliichtlingslagers. Die Hauptarbeit im Jahre fiir Fliichtlinge wird auf dem Gebiete 
der Neuansiedelung geleistet werden, und eine Vorbereitung der Lagerinsassen dafiir 
ist dringend notwendig. Dieses alleine geniigt aber nicht, man muss auch die 
Bereitwilligkeit der Regierungen gewinnen, mehr Filiichtlinge in ihren Landern 
aufzunehmen. Zur Lésung dieser zwei Hauptaufgaben kénnen Krankenschwestern 
in ihrer Eigenschaft als Staatsbiirgerinnen pers6nlich beitragen. Zur Lésung der 
dritten, ebenso wichtigen Aufgabe, sind Krankenschwestern mit ihrer Ausbildung 
besonders geeignet, namlich die Wege zu ebenen in einem neuen Heim und in einem 
fremden Lande, wo so vieles vom Gewohnten abweicht und Widerstand erwecken 
mag. Diese Hilfe zur Anpassung ist durchaus praktische, aber auch schwierige Arbeit 
fiir die Erhaltung der Geistesgesundheit. Wenn eine Krankenschwester wegen anderer 
Verpflichtungen nicht zur Lésung des Totalproblems beitragen kann, wird sie in der 
hilfe fiir einzelne Menschen Freude und Genugtung finden im Einklang mit der Wahl 
ihres Berufes. 

Schliesslich darf man nicht vergessen, dass unter den Millionen Fliichtlingen auch 
viele gepriifte Krankenschwestern sind. Seit vielen Jahren hat der Weltbund der 
Krankenschwestern eine Abteilung eingerichtet, die sich fast ausschliesslich mit der 
Bewertung der auslandischen Priifungen von Krankenschwestern befasst, um diese in 
einen neuen Pflichtenkreis einzureihen. In vielen Fallen beriicksichtigte der Fachver- 
band die Informationen vom Weltbund der Krankenschwestern. In manchen Fallen 
hat man leider mit Bedauern feststellen miissen, dass bei der Registrierung der 
Buchstabe héher bewertet wurde als der Geist, wodurch erfahrene Krankenschwestern 
zum Rang der Anfanger reduziert wurden, zum mindesten fiir eine gewisse Zeit, aber 
selbst diese muss ohne Voreingenommenheit unberechtigt erscheinen. Ware es nicht 
zeitgemass, wenn die dafiir verantwortlichen Stellen im Jahre des Fliichtlingsproblems 
in der Welt sich die Frage stellten, ob eine lange zusatzliche Ausbildung in jedem Falle 
zutreffend ist und ob die Bestimmungen nicht zu starr und unnachgiebig sind und damit 
die Voraussetzung negieren, dass Krankenschwestern Helferinnen der Kranken sind 
und Trost den Bediirftigen bringen. 
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Mental Health 


A. ALTSCHUL 


HE term “ Mental Health” has, in recent years, found its way into common 

use. There is general concern about the incidence of mental disorder, interest 
in the causes and prevention of mental illness, and a great deal of preoccupation 
with problems related to “‘ Mental Health ”. 

Promotion of health is one of the tasks doctors and nurses have taken upon 
themselves. While, in any particular community, disease is rampant and medical 
knowledge and personnel are scanty, the main concern of the medical profession 
is the treatment of the sick. Success in treatment makes it possible to divert interest 
and time to the earlier detection and early treatment of disorder. Advances in 
medical knowledge, particularly on the causes of disease, make it possible to prevent 
some disorders and to begin to talk of the promotion of positive health. 

Health has been defined as “‘ a state of complete, physical, mental and social 
wellbeing, and not merely the absence of disease or infirmity”. If this state of 
wellbeing in people is to be brought about by medical and nursing skill nurses must 
seriously examine what is meant by the concept of health, and what their role is 
to be in relation to other workers and the community they serve. 

The definition of health is difficult to understand. “‘ Wellbeing” is a conscious 
state of mind, without which, it appears, health is not complete. Yet we very rarely 
become aware of wellbeing. Awareness of one’s state of health generally only occurs 
in ill health, or in those rare and exquisite moments when prolonged discomfort 
or intense pain are momentarily relieved. A sense of wellbeing may occur in states 
of acute mania, in the euphoric conditions accompanying some incurable diseases, or 
in the ecstasy of the religious fanatic, who. is not usually considered to be healthy. 
How then, are we to decide when a complete state of wellbeing has been reached? 

Health is the “* physical, mental and social wellbeing ” of a person. The distinc- 
tion between physical and mental health is commonly made, yet it is an artificial 
distinction, as artificial as the split between body and mind. No one has ever suc- 
ceeded in pursuing this dualist thinking very far. If “‘ we’ have a mind and a body, 
“we ”’ becomes an elusive concept. Who is it, who has the mind—what is left when 
the mind is missing? Who owns the body? In common language and in superficial 
thought we usually manage to dissociate our idea of “‘ self” from our body, but we 
rarely succeed in dissociating it from our mind. We can think of losing part of our 
body, but cannot imagine the continuation of our identity without our mind. The 
attempt to think of ourself with a different mind is acutely uncomfortable and 
distressing. Perhaps this is why the thought of physical illness is acceptable, and 
why one cannot bear to accept that one may be mentally unwell, why discussion of 
mental disorder arouses so much more emotion, than talk of physical ill health. 

“* Mind ”’ is even more difficult to define than body. At one time it was usual 
to speak of “ body, mind and soul”, “‘ mind” being the intellectual aspect of our 
life “‘ soul” the spiritual, emotional aspect. Health would have been a matter of 
“body, mind and soul” rather than “‘ body, mind and society”. The study of 
psychology has led to a widening of the concept of “mind”. It comprises all the 
activities human beings are capable of carrying out: thinking, remembering and 
reasoning; feeling, wishing, deciding; the motivation for action, as well as behaviour; 
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and for physical behaviour as well as ideas. Mental life, whether healthy or un- 
healthy, incorporates one’s bodily expressions and the relationships one makes to 
the society in which one lives. 

The definition of health then, although it appears to make the distinction between 
physical, mental and social aspects, draws attention to the unity of the individual 
and the need to think of health and disease affecting the individual in every one of 
his functions. 

When, in medicine, we speak of the promotion of health, certain assumptions 
are usually made without further examination: we assume that we know what 
“* health ” means; we assume that health is desirable; we believe that knowledge of 
the causes of ill health helps to prevent disease, and that knowledge made available 
to people will be eagerly accepted and applied. 

If these assumptions are made, the role of the nurse in the promotion of health 
is merely that of a disseminator of up-to-date information. 

When we become concerned with the promotion of ‘‘ mental health ’’, however, 
none of these assumptions can be made. We do not know what mental health is. 

We cannot assume that it is desirable to be healthy, nor take it for granted that 
people will or should accept information as it becomes available, nor that the nurse 
is the right person to disseminate it and to influence the lives of others. 

The World Health Organization claims that health is the “ right ” of everyone. 
Does the concept of mental health concern everyone? Does it mean the same to 
all peoples? Is it possible to think of mental health when physical health is absent? 
Do people who are near starvation, who fight fevers and frequent epidemics talk of 
mental health? 

In primitive societies there is little meaning attached to “ mental health” or 
mental disease. Where the cultural pattern is unchanging and methods of child 
rearing repeated from generation to generation, where social influences are the same 
for each member of the group, it is still possible to find people who deviate from the 
generally accepted norms, but they are not considered to be ill. They may be given 
a special place in society, that of leader or prophet, or they may become outcasts 
who threaten the stability of society and against whom the community protects 
itself. 

Concern with mental health indicates the success of medicine in controlling 
disease, and the growth of social conscience, the awareness that the culture of a 
community includes the way of containing the deviants within it, and that every 
community is responsible for its deviants. This concern is the result and consequence 
of treating mental disorder as disease rather than social deviation. 

This is not the case -verywhere, and has only recently been achieved in even the 
most advanced countries. At one time “ madmen” were thought to be “ possessed 
by the devil”. Treatment—the exorcising of the devil—was the business of the 
Church. The restraint of the victim was the business of the law. Harsh and cruel 
treatment and punishment were appropriately used. 

Now we no longer hold these views about mental disorders. We no longer 
treat others as if they were wicked and should be punished. But have we got rid of 
the idea entirely? Why do so many patients feel guilty about their mental illness, 
why does the family feel the need for secrecy, why the sense of shame, why the strong 
emotional reaction when mental illness affects one’s own kin? 

Gradually, in every community, harsh primitive treatment of the insane has 
given way to a humanitarian approach. The discovery of physical causes in some 
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mental disorder has led to the search for organic factors and physical treatment. 
Wagner Janregg’s work on Syphillitic Dementia and Malarial Therapy has undoubt- 
edly provided the impetus. Mental disorder has become a medical problem. Those 
who suffer are considered to be sick and entitled to whatever care and consideration 
the community can give. Although this may amount to very little in terms of money 
spent on mental treatment, the awareness of the mentally ill as sick people has had 
far-reaching effects. The sick are unfortunate. Illness has befallen them. They 
cannot be held responsible for their misfortune. 

It must be noted, however, that the search for physical causes has not been very 
successful, and psychological explanations have largely superseded physical ones. 
We have become aware of the effects of emotions on the body and have learnt to 
look for emotional motivation for our actions. Anger, fear, aggressive wishes for 
revenge may lead us to behave in a manner we could not reasonably justify. We 
may not be able to express these feelings—or only express them in raised blood 
pressure, headache, and other bodily symptoms. 

These feelings have their roots in childhood. Our reaction to difficulties has 
developed from our earliest years. Experiences, of which we have no conscious 
memory, were vital in the formation of our personality. 

As this knowledge becomes available we begin to widen our concept of mental 
disorder. Neurotic disorders are recognised as illness and gradually we begin to 
include psychopathic states, various forms of antisocial behaviour, sexual deviations, 
drug and alcohol addictions, among the conditions for which we feel patients not 
to be responsible. We discover that patients cannot be helped by those who apply 
moral judgment. Greater success is achieved when we assume that the patient cannot 
be blamed and that his behaviour is symptomatic of his disorder. 

When this stage has been reached we are treating as sick people those whose 
behaviour differs from our own only in: degree, not in kind. Psychopathic and 
neurotic patients act frequently in the way in which occasionally we ourselves act. 
They indulge overtly in behaviour which we might be tempted to display but from 
which we refrain. They are not held responsible for just the kind of action over 
which we personally must assume control. How, if we treat psychopathic people 
as if they were not responsible, can we maintain responsibility for ourselves? How 
are we to decide when responsibility has been lost? What happens to moral, religious 
and social standards of society when more and more people are absolved from res- 
ponsibility for their behaviour ? How are we to understand crime and evil if some 
people cannot be blamed? Are all criminals sick? Can social structure be maintained 
if all antisocial behaviour is tolerated as a form of sickness? How can we, in our private 
lives, continue to disapprove of morally or socially wrong behaviour, such as suicide 
or sexual perversion, and at the same time treat people as sick who manifest these 
symptoms? Are some people responsible, yet others are not? How is one to recognise 
the sick? 

Health is partly a matter of social wellbeing! Does that mean that all those who 
deviate from socially accepted standards are sick? If health is synonymous with 
conformity, is health really worth having? It is evident that mental health concerns 
relationship to people. To be an outcast, an isolate, to hate others and be resented 
by them are symptoms of mental ill health. Mental and social wellbeing are insepar- 
able states. One’s position in society determines mental health. Does this mean that 
the whole field of social and political thinking must become part of medical concern? 
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Wellbeing is an emotional state, opposed in some respects to suffering. In 
order to experience the state of emotional wellbeing one must have the ability of 
emotional response, depth of feeling, warmth of affection. Is it healthy to have strong 
emotions? Is it possible to develop the emotional state of wellbeing without suffering? 
Is suffering unhealthy? Or is the acceptance of suffering an indication of mental 
health? We believe that a close emotional tie between mother and child will enable 
the child to experience emotional warmth in his relationships in later life. The 
ability to love is essential to mental health, but this carries with it the ability to hate. 
Joy and wellbeing become possible, but so do grief and sorrow. Would it perhaps 
be better to grow up emotionally detached and less vulnerable? 

If strong emotions are necessary for mental health, should they be expressed or 
controlled? Is it healthier to express emotions freely, possibly causing suffering and 
distress to others, or healthier to attempt to control emotions and develop hyper- 
tension, gastric ulcers or coronary thrombosis? Can we have physical, mental and 
social health at the same time? 

The more thought we give to the meaning of mental health the less clear it is 
whether mental health is a good which we ought to pursue for its own sake. To help 
other people to regain health when it has been lost is certainly a nursing function. 
But is it right to tell other people that they should pursue a state of wellbeing? 

Supposing, however, the concept of mental health were clear, we would inevit- 
ably be confronted with the fact that the whole of society is involved in the promotion 
and maintenance of health in the individual. 

Relationships in the family decide the child’s later attitude to people, his reaction 
to the demands people will make on him, the stresses society will impose upon him. 
Present social structure determines the personality of future generations and there- 
fore the future of our society. Our present social values must come under review 
if we wish to change the future for individual people. 

Can we think of mental health of the individual without examining our attitudes 
to matters like life and death, war and peace, freedom and dependence? Can we 
avoid a decision about whose health is most valuable? Are we to consider the mental 
health of the adult members of society, who are able to work and to secure our future, 
or are we to value most the wellbeing of children? Or of the old, whose influence 
prevents too rapid change and disintegration of society? Is mental health of all 
three groups compatible? More children or birth control? Longer life even if it 
increases the burden on the productive members of society? Do we want a healthier 
future generation by eugenic measures, or do we feel that mental health is best expres- 
sed by showing concern for the weakest members of the community, and by the 
standard of care for the sick? 

Unless we are prepared to think of problems like these we are bound to fail 
in our search for mental health. 

If we do concern ourselves with problems of the widest social significance, are 
we to do so in our role as nurses, or in our role as citizens? Have we any right to 
assume that nurses should be entrusted with work which has for so long been the 
prerogative of the Church or the political responsibility of the State? 

As citizens, problems of mental health concern each of us, but we must be very 
careful before we, as nurses, assume an authoritative position on matters on which 
other people’s judgment may be as valid as our own, and about which our point 
of view may be based on doubtful evidence. 
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News from ICN House 


ICN COMMITTEE MEETINGS 

In the first week of March a series of important meetings were held at ICN House. 

The Finance Committee, which met on March 6th and 7th, approved a draft 
budget for 1959 and subsequent years, taking into account ICN expansion plans. 

The ICN Education Committee. When the ICN Education Committee met at 
ICN Headquarters from March 3rd—6th, 1959, it received reports on the work of 
the ICN Education Division during the year since the Committee’s Chairman visited 
the Division in February 1958. 

Participants in the Committee meeting were: Miss Ruth Sleeper (Chairman), 
USA; Miss Majsa Andrell, Sweden; Miss F. J. Cameron, New Zealand; Miss Ruth 
Freeman, USA; Miss Marjorie Houghton, Great Britain; Miss Aagot Lindstrém, 
Norway. Mrs. Maria Eleftheriou, Greece, unfortunately was prevented from 
participating on account of illness. The President of the ICN, Miss Agnes Ohlson, 
the General Secretary, Miss Daisy C. Bridges, and the Director of the ICN Nursing 
Service Division, Miss Frances S. Beck attended the meetings. 

The Report and discussion on the Florence Nightingale Bibliography, which is 
nearing its completion, was of especial interest. When published the Bibliography 
will be unique and contain a catalogue of approximately 13,000 Nightingale letters 
with indexes. A bio-bibliography containing all the main writings by Miss Nightin- 
gale and the writings about her, which in all amount to approximately 500 items will 
also be included. 

Planning for an International Seminar occupied a full day of the Committee’s 
time. The title of the Seminar is to be “‘ Learning to Investigate Nursing Problems ”’. 
To be held in India in the early part of 1960, it will be financed from accumulated 
income from the invested Trust Fund of the Florence Nightingale International 
Foundation for the years 1958/59. An invitation for participation with initial 
information about the Seminar will be sent to all National Nurses’ Associations in 
membership with the ICN in the near future. 

It is hoped that four members of the Education Committee (the Chairman and 
three members) may be able to meet some time during 1960, in order to give continued 
advice and support to the work of the ICN Education Division. 

The ICN Membership Committee. During her visit to ICN House, the President’s 
programme included informal discussions with the Chairman of the Membership 
Committee, Miss E. Magnussen (Denmark), on the current applications for ICN 
membership which have been submitted by a number of countries. 


Das ICN Faltblatt 


Mir Freude und Dank wird es alle deutschsprechenden Schwestern erfiillen, 
dass das Faltblatt—‘‘ Der Weltbund der Krankenschwestern—Was er ist— 
Was er tut—Wie er arbeitet ”°—nun auch in deutscher Sprache erhiltlich ist. Mit 
Hilfe dieser Aufklaérungsschrift wird es méglich gemacht, weitere Kreise mit den 
Aufgaben und Zielen des Weltbundes der Krankenschwestern bekannt zu machen 
und fiir die Mitgliedschaft im ICN zu werben. 

Besonders dankbar werden die Unterrichtsschwestern sein, ihren Schwestern- 
schilerinnen dieses Merkblatt in die Hand geben zu kénnen, sollte man doch schon 
in der Ausbildung auf die internationalen Zusammenhiange und Aufgaben hinweisen. 

Aber nicht nur in Schwesternkreisen sollte dieses Faltblatt aufklarend wirken; es 
ist durchaus geeignet, den Ministerien, Behdrden, Dienststellen, Verwaltungen, 
Arzten, Frauenverbanden, iiberhaupt der Offentlichkeit Kenntnis von dem Bestehen 
und der Arbeit des ICN Kenntnis zu geben. Mit dem Dank an den ICN fiir die 
Herausgabe des Faltblattes in deutscher Sprache verbinden wir den Wunsch, dass es 
eine breite Verteilung finden mége. RUTH ELSTER 
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Around the World 


NEW ZEALAND 

An International Study Week for count- 
ries in the Western Pacific area will be 
held in Wellington, New Zealand, from 
11th—15th May. This will be the third 
of the Quadrennial Pacific Meetings, 
which have been held alternately in New 
Zealand and Australia, mid-way between 
ICN Quadrennial Congresses. 

“The Need for a Satisfactory Nursing 
Service in the Pacific ” will be the theme. 
Following the opening ceremonies, the 
first day will be devoted to fact finding 
and the present use of nursing resources. 
Representatives from Australia, Burma, 
Fiji, India, Indonesia, Japan, New Zealand, 
Samoa, Singapore, Thailand and Tonga 
will be among those who will outline the 
nursing organization in their own countries. 

The Study Week, which will take the 
form of a workshop with six discussion 
groups considering the nursing needs under 
various headings, will conclude with an 
assessment of what is needed for the future. 


SOUTH AFRICA 

For the first time three Congresses 
were arranged for the members of the 
South African Nursing Association in 
1958. These took the form of separate 
Congresses for European, Coloured and 
Native members. 

Delegates were elected by the Branches 
of the Association and many travelled a 
thousand miles to meet in a spirit of co- 
operation and understanding to consider 
all aspects of nursing and nursing organ- 
ization. All three Congresses were planned 
on the same lines and matters of policy 
within the Association were discussed at 
all meetings. 


SWITZERLAND 

The Swiss Association of Graduate 
Nurses is considering a reorganization of 
its Secretariat, which has been unable to 
meet the growing number of demands 
placed upon it. A Committee of five 
i4 


members was set up in 1957 to study the 
situation and to prepare a report. The 
Committee began with an analysis of the 
Secretariat’s work and a study of the 
Secretariats of other professional associa- 
tions. A questionnaire in French and 
German was sent to all nurse-members, 
asking their opinion on numerous points 
relating to the Association. The welcome 
it received exceeded all expectations. 
Many nurses, probably for the first time, 
discovered the living and real link which 
joins them together, and for which the 
Association is the intermediary. They 
realized what a multitude of tasks they 
would like to see accomplished and have 
asked for a fundamental transformation 
not only of the Secretariat, but of the 
Association’s structure. The Committee 
is at present working on 2,000 question- 
naires, out of a total of 3,000 question- 
naires which have been returned and is 
now preparing its Report. 


WHO—REGIONAL NURSING 

OFFICER FOR AFRICA 

Miss Louise M. Bell has been appointed 
to the position of Regional Nursing 
Adviser for the African Region of the 
World Health Organization. Miss Bell 
will be stationed at the African Regional 
Office in Brazzaville, French Equatorial 
Africa, which covers the continent of 
Africa south of the Sahara. 

As Regional Nursing Adviser, Miss Bell 
will analyse and assess nursing and 
midwifery needs and give technical advice 
on planning and development of nursing 
education, training and services for total 
health programming. She will help to 
establish guides and criteria for WHO- 
assisted nursing and midwifery pro- 
grammes as well as advise on these aspects 
of generalized and specialized public 
health programmes. She will also visit 
various countries of the region, several of 
which have already requested assistance 
in nursing from WHO. 
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Le Tour du Monde 


LA SUISSE 

“L’Association Suisse des Infirmiéres 
et Infirmiers dipl6més ”’ se trouve devant 
un probléme important, celui de la 
réorganisation de son _ secrétariat qui 
n’arrive plus a faire face a l’accroissement 
de ses taches. Une commission de 5 
membres, nommeée en 1957, a été chargée 
de l’étude de cette situation. 

La Commission a commencé par une 
analyse de travail du secrétariat ainsi 
que par l’étude des secrétariats d’autres 
associations professionnelles. Une question- 
naire, en langue francaise et allemande, 
adressé a toutes les infirmiéres-membres, 
leur demandait un avis sur de nombreux 
points se rapportant a leur Association. 
L’accueil qu’il a trouvé parmiccs infirmiéres 
dépassait toutes les prévisions. A cette 
occasion, beaucoup d’infirmiéres, pour 
la premiére fois probablement, ont 
découvert le lien vivant et réel qui les 
relie entre elles par lintermédiaire de 
leur Association, elles ont réalisé que la 
multitude des taches qu’elles voudraient 
voir accomplies, demandent une trans- 
formation fondamentale non seulement 
du secrétariat, mais de la structure méme 
de leur Association. 


La Commission se penche a présent sur 
les 2000 questionnaires rentrés, (environ 
3000 questionnaires ont été expédiés). 

En attendant, les infirmiéres animées 
d’un intérét nouveau a l’égard des pro- 
blémes professionnels communs, demand- 
ent a étre mieux informées sur les activités 
de leur organisation. C’est ainsi que 
des journées de rencontre s’organisent dans 
les différentes régions du pays. A une 
de ces réunions, (du 29 au 31 janv. 59 a 
proximité de Zurich) les infirmiéres ont 
fait appel 4 Mme Magda Kelber, bien 
connue des infirmiéres de nombreux pays, 
en vue d’étudier avec elle les méthodes 
actives 4 introduire dans les séances de 
discussion. Une juriste a été invitée a 
parler des buts et de la structure des 
associations en général. La sélection des 
chefs, le recrutement des membres, le 
développement du journal d’information, 
le perfectionnement, voici quelques-uns 
des sujets débattus avec entrain. 


Le probléme apparemment bien déli- 
mité d’un secrétariat débordé de travail, 
est devenu ainsi le point de départ d’une 
évolution vivante et constructive parmi 
les infirmiéres du pays. 

















Une Nouvelle Edition Francaise Du C.I.I. 
L’ENSEIGNEMENT SUPERIEUR DES SOINS INFIRMIERS 


Principes d’Administration dans leur Application aux Programmes d’Etudes 
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Préparé par: 
LA FONDATION INTERNATIONALE FLORENCE NIGHTINGALE 
(1954-1957) 
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L’édition frangaise de ce Rapport, qui fut publié en anglais en décembre 
1957, vient de paraitre. Etant donné qu’elle a été specialement concue 
afin de rendre service aux lectrices de langue francaise, nous espérons non 
seulement que ces lectrices lui porteront un vif intérét, mais aussi qu’elles 
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International des Infirmiéres, 1 Dean Trench Street, Londres, S.W.1, 

Angleterre, au prix de 25 shillings sterling pour le Volume I, et de 10 
shillings sterling pour le Volume II. 
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Miss Mary M. Roberts—An Appreciation 


ELLA BEST 


ISS MARY M. ROBERTS, International leader in nursing and Editor Emeritus 
of the American Journal of Nursing, died on January 11, 1959 at the Columbia 
Presbyterian Medical Center, New York, New York. 


Rarely does life end as triumphantly and with such complete fulfilment as that 
which blessed the closing of Miss Roberts’ long, rich and valiant professional career. 


It is deeply significant that Miss Roberts had just completed an editorial for the 
American Journal of Nursing, the publication with which she had been identified 
as editor for thirty-eight years, and which she was still serving as Editor Emeritus. 


Many international and national honours were conferred upon Miss Roberts 
during her great career in nursing. However no recognition or approbation was 
more truly appreciated by her than that given so freely by many young nurses who 
continuously sought her advice on nursing problems in general and on journalism 
in particular. Her forthrightness, exceptional vitality and warmth of personality 
created an atmosphere conducive to achieving the most rewarding results and gave 
great courage to all who came for assistance. 


As a leader of nurses in all parts of the world Miss Roberts personified the ideals 
which she inspired in all those with whom she was most closely associated. To confer 
with her as an associate and colleague on problems of the day was a deeply gratifying 
experience. Her sense of humour and great personal dignity were always apparent 
and contributed much towards easing the difficulties of the moment or the trouble- 
some questions of the times in which we were living. A superb faculty of stimulating 
creative ideas in others and her own awareness of what was about to happen that was 
important in nursing, as well as her keen ability to see into the future, set Miss 
Roberts apart as one to be emulated and remembered always. 


As hostess in her home on Long Island or as a fellow guest at dinner or tea, 
Miss Roberts’ personal charm and graciousness and her brilliance as a conversa- 
tionalist, made these occasions memorable events. 


Convinced that the nursing profession throughout the world is making its contri- 
bution to the welfare of all mankind, Miss Roberts was able to translate this belief 
into her writings. If she had left no other legacy, this in itself would have been 
truly monumental. 


Her ability to view nursing history in its true perspective made possible by her 
long experience is recorded for all time in the pages of the American Journal of 
Nursing and in the most outstanding contribution to nursing literature, namely, 
American Nursing, History and Interpretation, published by Macmillan in 1954. 

These thoughts show also the essentially human element in Miss Roberts’ great 
character. Miss Roberts is no longer with us but— 

““ When a great man dies, 
For years beyond our ken, 
The light he leaves behind him lies 
Upon the paths of men.” —Longfellow. 





MARY M. ROBERTS 


1877—1959 





NEW DEVELOPMENTS IN NORWAY 


Students using the library in the two 
storey house in Nordraaksgt 12, Oslo. 


The Norwegian Nurses’ Association has recently expanded a 
redecorated its headquarters in Universitetsgt. 12, Oslo. Up i 
recently the building was shared with the Association’s Post Ba 
School of Nursing. New premises for the Post Basic School hz 
now been acquired and are shown on the left. They are in Nordraak: : 
12 on the outskirts of Oslo. The number of students applying : 
admission to the School has expanded as a result and the increas 
space available for the headquarters of the Norwegian Nurs 
Association has enabled more staff to be appointed and a consequ 
strengthening of the Association. 


A nurse receives her Post Basic 
Diploma. The regular courses at the 
School cover a period of one year 
to one year and a half. Shorter 
refresher courses are also arranged. 
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Symposium on Rheumatism 


[NTEREST in rheumatism has grown in recent years, and for this reason the 

International Nursing Review is publishing a symposium on the subject. A glance 
at the following articles will indicate the wide variety of conditions which can be 
included in the general term “‘ rheumatism ’—from rheumatic fever (or acute 
rheumatism), to rheumatoid arthritis. 


In the symposium an attempt has been made to disentangle the confusion 
which so often surrounds the word “‘ rheumatism ”’, and in doing so to make available 
a sound description of the main conditions it covers, together with the care which 
patients require. 

True nursing however can never be regarded merely as meeting the immediate 
need for care of a sick person; it must be concerned with the patient’s after-care 
and it should always be aware of the need for prevention. Articles have, therefore, 
been included on both these aspects of rheumatism. From Holland two articles 
describe what is probably the most developed after-care system for rheumatic patients 
available anywhere in the world, and from Australia comes an extremely practical 
illustrated contribution on the rehabilitation of patients suffering from rheumatoid 
arthritis. 

The increased interest in rheumatism has led to two developments: interest in 
acquiring more knowledge of the causes of the various rheumatic conditions and a 
heightened realization of the economic burden rheumatism lays upon the economic 
prosperity of man. 

Research into the causes of rheumatic conditions is proceeding along a number 
of lines but it is still too early to indicate that solutions have been found to the major 
mysteries. An example however of an interesting research project, in which nurses 
have taken an active part, is published on page 33. 

Little is known still of the extent of the economic burden of rheumatism but the 
figures published in an article from France indicate that, with a lengthening life-span, 
the burden will be a growing one unless greater effort is made to prevent disablement 
in these patients. 

The patient’s point of view is of particular importance where rehabilitation is 
concerned, and for this reason the symposium includes an article from a nurse who 
has herself suffered from rheumatoid arthritis for a very considerable period of time. 
Because she combines the insight gained from practical experience both as a nurse 
and as a patient, her reflections should be of especial interest. 


While much of the symposium is devoted to the long-term non-acute rheumatic 
conditions, it should not be forgotten that rheumatic fever or acute rheumatism is 
by no means rare. Its incidence is widespread and not necessarily confined to the 
more temperate countries, although it tends to occur more often in those conditions. 
Apart from the seriousness of the disease in its acute form there are important cardiac 
consequences which require long-term supervision of the patient. As these patients 
are likely to be young they find the necessary restrictions of activity difficult to bear 
unless they are carefully nursed. This less dramatic aspect of the nursing of rheumatic 
fever patients is especially challenging, if the nurse is not yet accustomed to the 
emphasis now being placed on continuing contact with young patients during 
hospitalization by the patient’s nurse and his parents. 


The range of problems which rheumatism poses for the nurse is quite considerable: 
from rehabilitation to case-tracing in the community—from the nursing problems of 
an acute condition to the research needed to find new ways to prevent and to overcome 
the burden which rheumatism, in its many forms, lays upon all age groups of the 
population. 7 
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NON-ARTICULAR RHEUMATISM 
A. GHIORA 


HE term “rheumatic diseases” signifies more to medical people than to the 

layman. Yet even so “ rheumatism ”’ is one of the vaguest concepts in medicine. 
The use of the word “‘ rheumatism ” as a non-committal designation of aches and 
pains in various parts of the body is causing unnecessary confusion, because it is 
customary for it to cover quite a few conditions which are of well-defined symptoma- 
tology and some, even, of known etiology. Such diseases as rheumatic fever, 
rheumatoid arthritis, and other inflammatory and degenerative joint-disturbances 
should not be included under this heading at all, for if they are ‘‘ rheumatism ” and 
“‘ rheumatic diseases ’’ would constitute a largely artificial conglomerate of painful 
disorders in and outside of joints, having only one trait in common: namely that of 
not being classed anywhere else. When speaking of non-articular or extra-articular 
rheumatism, we go one step further, and exclude from our discussion all “ rheuma- 
tic’ joint pains and joint manifestations. An attempt will also be made to eliminate 
those ailments which are of predominantly mechanical or traumatic origin, or which 
could be attributed to occupational factors, yet are still referred to in medical 
literature as “‘ rheumatic ” conditions. 


Some of the pains in muscles, bursae, tendons, tendon-sheaths, fasciae, peri- 
articular and perineural structures, and other connective tissues, are closely connected 
with climatic factors (cold and damp weather). Other pains appear as a tissue re- 
action to mechanical or chemical irritation. These may be due to ever repeated 
micro-trauma, (caused by occupation) or else to metabolites or other by-products 
of tissue function. Some pains may depend upon pathological changes taking place 
in close proximity to them, while others constitute an echo to some process at a 
distance within the body, such as a focal infection. Stress of various origin, even 
psychogenic stress, may also produce tissue changes which prepare the soil for the 
production of ‘‘ rheumatic ” pain. 


Non-articular rheumatism is often identified with ‘‘ fibrositis ” or “ fibropathic 
syndrome”. According to this concept, all mentioned rheumatic processes would 
be characterized by some fibrous reactions around or within the diseased tissue which 
exhibits the pain. This is only partly so and it is not even universally accepted that 
fibrositis is a primary entity; it may certainly be secondary to spinal changes as well 
and likely to depend upon other tissue changes, too. 


Amongst the non-articular forms of rheumatism the painful syndromes in 
skeletal muscles, commonly called “‘ myalgias” or “‘ myofascial pain syndromes ”’, 
are the most frequent and will be dealt with first. 


MYALGIA 
The word “ myalgia 


” 


means a pain in the muscle. It is a symptom and not a 
disease. Muscle pain may appear as an expression of disease within the muscle itself 
or in connection with some distant pathological process. In the former category there 
are quite a few myalgias which are most definitely of non-rheumatic origin. To 
mention but a few: the traumatic conditions involving the muscle, such as contusions 
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and tears; the ischaemic pain originating from insufficient arterial circulation, as seen 
in the intermittent claudication of arteriosclerosis or Biirger’s disease; the painful 
cramps accompanying varicose vein troubles; the pain caused by trichinosis; muscle 
pain after exertion (“ Muskel-Kater”’); some rare inflammatory conditions in- 
volving the muscle, like myositis, dermatomyositis, the viral epidemic myalgia, and 
others. 

There is another group of pains which are felt in the muscle, but without any 
evidence of the above named causes and without any manifest signs of other pathology 
with which they are correlated. These are the myalgias which we call “‘ rheumatic ”’, 
for want of a better term. Myalgias of this sort are frequently referred to by patients 
as depending upon climatic conditions, worse in cold weather and high humidity in 
the air and usually preceding rain and other changes in weather. Sometimes the 
pain is quite diffuse, at other times it is well localized into a tender spot. This may 
be either without any palpable resistance, it may be found under the palpating 
finger, as a nodule of various sizes, embedded within the muscle. These are 
called fibrositic nodules, which name would characterize them well, if we only would 
know what fibrositis is. But even the origin of the nodule is obscure. Nothing is 
added to our knowledge by the hypothetical notion that they result from colloidal 
changes from liquid into solid which may take place under various conditions. The 
term ‘“‘ myogelosis,” used as a synonym of fibrositis, derives from the pathological 
change of “ sol” into “‘ gel’. It is supposed that such a change may be effected by a 
number of factors: climatic changes, trauma, focal infection, faulty posture causing 
muscular strain, visceral diseases, emotional stress, fatigue, etc—or may appear 
without any manifest or even hypothetical cause at all. It is a fact that all these 
pathologies may cause tender spots as well as painful muscle nodules. But there 
is very seldom one single factor to be incriminated in producing them. This point 
will be further elaborated later on. 


Whereas the fibrositis may constitute a possible borderline between primary and 
secondary myalgias (i.e. those which are of local and those which are not of local 
muscular origin), there are certain muscle pains which are most definitely corollaries 
of pathological conditions outside the muscle. Spondylarthrosis, with or without 
discopathy are amongst frequent sources of such pains but visceral diseases, like those 
of the myocard (mostly ischemia) or any part of the gastro-intestinal tract (as seen 
in duodenal ulcer), may indicate their presence through these painful areas. This 
phenomenon of “ referred pain ” is of great importance because proper treatment of 
its primary cause may relieve it completely, whereas treatment administered as to 
local muscle disease, is doomed to failure. 


Painful spots and fibrositic nodules in the muscle may be links in a chain- 
reaction in that they may also cause on their part pain at a distant point when stimu- 
lated by appropriate stimulus, such as pressure or motion which produces a stretch 
of tissues containing these “trigger areas ”. These are so called because pressure 
on them releases pain at a distance, just as a bullet is fired at a distant point when 
the trigger is pulled. Trigger areas are maintained by a vicious cycle of painful 
stimuli and the associated tissue irritation, and may persist long after the disappear- 
ance of their primary cause. In such a case they may create the impression of a 
primary, so called “‘ rheumatic” myalgia, but differing from it in origin and treat- 
ment as well. A very similar myalgic pain-cycle is created in pathological processes 
involving anatomical structures around joints but not involving;the joints themselves. 
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The pain, sometimes referred from viscera, causes a pain-cycle which at every attempt 
to use the joint, is manifested in protective contraction of the muscles controlling 
it. The mutual effect of pain and protective spasm may eventually be a stiff 
joint if not treated in time. Reflex muscle spasm can be seen in many cases of torti- 
collis (wry neck) and of lumbago caused by various musculoskeletal disorders (her- 
niated intervertebral disc, spondylosis, myofascial trigger area, etc.). 


The treatment of myalgias depends upon their cause and should if possible be 
based upon it. As this is very often not the case, and in particular in those cases 
where the etiology of pain is not so evident, an endeavour should be made to obviate 
possible sources of the pain: postural faults to be corrected, focal infection (from 
teeth, sinuses, gynaecological inflammations, urocystitis, cholecystitis, etc.) to be 
looked for and treated, visceral diseases and diseases of the spine to be taken care of. 
Besides this, or superimposed upon it, physiotherapy should be used in all forms of 
superficial heat (infra-red radiation, paraffin baths), relaxation programmes, massage, 
etc. Medicamentous treatment includes the well-known analgetic “‘ antirheumatic ”’ 
salicylates and related compounds, muscle relaxants, and even novocain or chlorethy] 
treatment of trigger areas. Special attention should be paid to the psychosomatic 
factor which may be predisposing to muscular aches and pains and will be discussed 
with the so-called “‘ psychogenic rheumatism ”’. 


Preventive measures would be advisable for people who are prone to suffer 
frequently from these “‘ rheumatic ’” myalgias. They should avoid chilling and extreme 
fatigue, should use warm woollen underclothing in cold weather and should guard 
against sudden evaporation of sweat in warm climates. Emotional tension 
should be avoided as much as possible. 


PERIARTHRITIS AND BURSITIS 


Periarticular involvement of tissues includes the various forms of periarthritis 
and of bursitis. Although the affix of “itis” would indicate their inflammatory 
character, they are in fact more often than not of degenerative origin, although an 
inflammatory reaction in a previously diseased bursa may occur. 


Periarthritis may affect any periarticular structure (capsule, muscles) of any joint 
but is most commonly seen around big joints, and amongst them the shoulder and 
hip most frequently. The symptoms are pain and limitation of movements in the 
joint, which is not usually involved. It is likely that the onset of this process is marked 
by pain, either primary or referred (from liver or gall-bladder disease in the case of 
the right shoulder; myocardial disease in the case of the left shoulder; spondylosis 
or discopathy of cervical spine in either; lumbar or pelvic pathology in the case of 
the hip, etc.). As already mentioned above, the pain results in a protective muscle- 
spasm of surrounding muscles and this pain-cycle may ultimately cause stiffness in 
the joint. 


Bursitis may affect any bursa, those of the superficial ones, such as in the ole- 
cranon or knee region; or the deeper ones like those around the shoulder or the hip. 
Sometimes there is a calcified deposit in the bursa. Considering the fact that it takes 
months at least until such a deposit is formed, the acute pain and gross limitation of 
movement cannot be directly attributed to the calcification. It is, rather, a soft tissue 
reaction around the deposit, the consequences of which may be similar to those of 
periarthritis. 
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Treatment of periarthritis consists of measures aiming at the dissolution of the 
pain-cycle, and therefore first and foremost the use of an analgetic, (drugs, peri- 
articular infiltration by novocain or hydrocortone, superficial heat) followed by 
graduated exercises. In cases of adhesive periarticular process X-ray therapy may be 
indicated. 


Superficial bursitis usually reacts well on immobilisation, simple heat treatment, 
with or without puncture of the bursae (depending on the amount of fluid contained 
therein). 


Deep bursitis should be immobilized; analgetics should be given liberally; 
lavage of the bursa for removal of calcified deposit and X-ray treament may be con- 
sidered. 


PERINEURAL NON-ARTICULAR RHEUMATISM 


The discussion of the perineural manifestation of non-articular rheumatism 
involves us in the great controversy, still unsettled, as to whether the so-called “‘ radi- 
culitis ’’ and “‘ neuritis ”, seen in brachialgias and sciatic syndromes, may or may not 
be caused by a perineural “ rheumatic”’ process. Whether they are really most 
frequently caused by disorders of the cervical and lumbar spine is a question closely 
connected with the etiology of torticollis and lumbago. Are these really caused 
mostly by spinal pathology or can they often be considered manifestations of 
““muscular rheumatism,” in its primary form, or is the cause to be found in 
postural, visceral and other factors already mentioned? 


It is an undeniable fact that sciatic pain appearing after an exposure, can most 
closely simulate the sciatica resulting from root pressure caused by lumbar or lumbo- 
sacral disc herniation. It would stand to reason that the common denominator 
of both pains is a perineural process, and therefore the manifestations are similar. 
The existence of non-spondylotic and non-discopathic neuritis and radiculitis has 
been proved time and again. Parallel to this problem, (but without going into 
detailed discussion of acute wry neck and lumbar pains claimed to be caused in the 
majority of cases by spinal changes), it has to be pointed out that here again the same 
symptoms can be provoked by factors unconnected with spinal pathology. 


In cases of exposure to chill, of muscular strains and exertion seen in some 
occupations, it is difficult to assert the spinal origin of acute muscle pains. There 
might be an indirect connection with spinal participation in cases of postural faults, 
like unequal leg length, faulty weight-bearing due to flat feet, or lumbar hyperlordosis 
due to any cause of anterior pelvic tilt (obesity, weak abdominal wall, etc.), but even 
in these cases it would be a far-reaching conclusion to think of the role of the spine 
as decisive. All predisposing factors, including spinal changes may be symptomless 
for many years but suddenly an acute pain appears and in its evaluation we should 
never forget to weigh up the most conspicious factors against the less obvious ones. 


The treatment of these conditions cannot be expounded here for lack of space. 
In the acute phase of these pains bed-rest and analgetics are advisable. Superficial 
heat is usually well-tolerated, while institutional electrotherapy and exercises may 


be given only at a later period. Traction therapy and analgetic blocks are given in 
certain cases. 
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OTHER MANIFESTATIONS OF NON-ARTICULAR RHEUMATISM 


The involvement of tendons and tendon sheaths, referred to as tendinitis, peri- 
tendinitis, tenosynovitis and tendovaginitis (in its simple and its stenosing form), 
are a further manifestation of non-articular rheumatism. These conditions produce 
pain on movements of the involved tendons and are often of inflammatory origin 
(due to tuberculosis, rheumatoid arthritis, etc.) or appear following exertion in an 
unusual activity. 


Stenosing tendovaginitis (which is best known from its manifestation in the 
hand as snapping finger or trigger finger) may be an expression of thickening of the 
tendon sheath. The patient’s profession may necessitate excessive use of the muscle, 
the tendon of which later becomes involved. Those tendinous pain-conditions 
which present the same, or similar, symptoms, only come in to this category when 
other specific inflammatory or mechanical origins can be excluded. 


Therapy in these latter cases consists of local hydrocortone injections, immobil- 
isation on a splint and administration of gentle heat. More chronic cases may be 
in need of surgical intervention if X-ray therapy fails. 


If “‘ rheumatism ” is considered a misnomer, then “* psychogenic rheumatism ” 
should be even more so. This term would imply that psychological factors may 
cause rheumatism. This should be most emphatically denied. Emotional stress, 
like any other organic stress, may be contributory in producing tissue changes of 
fibrositic character but more important than this is the fact that the neurotic 
individual projects his inner conflict into a particular part of his body, usually to that 
part which is already weakened or affected by another disease (‘‘ locus minoris 
resistentiae ”’), or to that part which is emotionally related to his or her conflict. 
It is not without reason that patients having disturbances in their sexual sphere, 
project their conflict into the low back region and others react with muscular tensions 
elsewhere but at a location psychologically referable. It should also be taken into 
consideration that emotional stress is lowering the pain threshold. Those impulses 
which under normal circumstances would not cause distress will then provoke pain 
of some sort or other. Emotional disturbances may even exert an influence on 
posture. Everyone knows the sagging posture of the emotionally upset or depressed 
individual which may induce other—even visceral—changes, quite apart from the 
repercussions it has on the spine itself. 
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PREVENTION AND AFTER-CARE OF RHEUMATIC 
PATIENTS IN THE NETHERLANDS 


J. P. M. BRUINS 


ENERAL interest in combating rheumatism is fairly new in the Netherlands 


because the great social significance of the condition has only been recognized 
since 1945. 


Experience has shown that efforts to control rheumatism can only be effective 
if good medical treatment is combined with nursing care related to the patient’s 
social environment. Financially, the Netherlands Government contributes to the 
efforts which are being made and indicates the direction along which the anti- 
rheumatism service should be organized. 


Responsibility for the anti-rheumatism programme itself has been placed with 
the Cross Organizations, which are voluntary bodies occupying an important place 
in Netherlands health care. 


The Cross Organizations maintain consultation centres which are equipped for 
special examinations and for supervision and advice to patients. A district nurse is 
employed by the local Cross Organization to be responsible for tracing patients and 
for their after-care. She is supervised by the area consultant nurse who specialises 
in rheumatism. 


The consultation centres aim to achieve a balance in the relationship between 
the psychosomatic individual and his social environment. Their medical services 
try to reduce the patient’s somatic disability by analysing his symptoms and offering 


therapeutic advice. This is concerned with the primary activity of the disease process 
and with the secondary local disturbances of the functions resulting from it. Their 
welfare service is concerned principally with the disturbed balance of the patient, 
and it therefore tries to meet the needs which arise from the special factors involved 
with psychosomatic patients and the environment in which they live. 


To determine whether the assistance of a consultation centre is necessary the 
district nurse finds out to what extent the patient can take care of his own primary 
physical hygiene. She examines the condition of the locomotor functions, and 
investigates whether the patient is able to work. The social welfare service is respon- 
sible for ascertaining whether the advice which has been given is being followed. It 
also notes the medical reports on the patient, the measures taken to combat the disease 
and the localised disturbances of the function. If the advice which has been given 
has not been followed, the reasons why are sought. There may, for instance, have 
been some contra-indication, or transport difficulties, or a technical impracticability, 
or the manifestation of epiphenomena, etc. 


Rheumatic patients who can carry out their own treatments at home are advised 
to do so in co-operation with the district nurse. Physiotherapy is a part of such home 
nursing. When this involves heat treatments and mechanotherapy an investigation 
is made of the extent to which the patient can make the necessary arrangements for 
the treatment to be carried out. For instance, it is ascertained whether help is needed, 
the people who are able to give it (e.g., members of the family, neighbours, district 
nurse, or masseur) and the times that their help will be available. 
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The housing question is of the highest importance. Patients’ needs vary so 
widely that each case is examined on its own merits. Whether the patient should 
occupy an upper or a ground floor is a difficult question to answer. Ground floor 
accommodation is preferable for patients suffering from a local disturbance of func- 
tion, as stair climbing may cause difficulties. On the other hand, upper floors are not 
so damp, and for that reason are to be preferred. The patient’s job also has to be 
investigated, and if necessary discussed with him. Other aspects of the patient’s 
welfare, such as his financial position and the domestic help available, are also 
considered in detail with the help of the consultation centre, which acts as an inter- 
mediary for the solution of the problems which are posed. 

Finally, a simple psychological examination is made to obtain a general impression 
of the patient’s character and of his intellectual and emotional life. For this purpose 
special attention is paid to: 

(a) Previous experiences involving emotional traumata: Were existing emotional 

tensions intensified by the rheumatism? 

(b) Present emotional sufferings: Is he rebelling because of grave doubts? Is he 
taking a hopeful view? Is he resigned to the progression of the disease 
and the deprivation of the normal joy of life which it involves? Is he 
concerned about the economic consequences of his condition? Has motor 
insufficiency an emotional correlation? 

(c) Future somatic sufferings: Does the subjective prognosis conform with the 
objective prognosis? 

(d) Individual—community relationships: With the family 
With the husband/wife With the Church 
With the social group With the doctor 

(e) Emotional activity: (i) At home—reading, listening to the radio, personal 
development, hobbies, welfare work. (ii) At work or in the house— 
whether work is normally outside the home and allows for changes in 
occupation. (iii) Cultural life. (iv) Social life. 

Rehabilitation and resettlement are given priority and particular attention is 
given to the need to prevent serious deformities in the patient. By co-operating with 
rehabilitation centres, resettlement agencies, industry, special employment agencies 
and workshops for physically handicapped persons, and by changing his occupation, 
the patient is helped to retain or regain his place in the community. 

Apart from the advice the district nurse gives individually to each of the families 
concerned, some guidance is also given to women and girls on how a patient with 
chronic rheumatism of the joints should be nursed in the home. These lessons are 
given by the district nurse as an addition to her classes on the care of the sick at home. 

Success in the fight against rheumatism depends on harmonious co-operation 
between all the parties concerned—the public health service, the family doctor, 
the rheumatism clinic, the Cross Organizations, the sick fund, the rheumatologist 
and the nurse. 

Much still remains to be done in the Netherlands. Itis hoped, among other things, 
to increase the number of hospital beds, extend the physiotherapy facilities, to 
improve and extend the arrangements for domestic help, to solve the housing problem, 
to provide more opportunities for rehabilitation and resettlement, and so on. The 
achievement of these hopes will depend on larger allocations of money for public 
health purposes by the Government. 
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PREVENTION AND AFTER-CARE OF RHEUMATIC 
PATIENTS IN AMSTERDAM 


G. VAN DAM 





OR clarity the scope of this article is limited to rheumatic fever and rheumatoid 
arthritis. 


RHEUMATIC FEVER 


The frequency of an illness partly determines the importance of pre- and after- 
care. The transient affection of the joints of rheumatic fever is harmless. The heart, 
on the other hand, is often permanently affected and this can be dangerous to life: 
‘“‘ Le rhumatisme aigue léche les articulations mais mord le coeur ”’. 


From a sample of 84,674 school children seen in Rotterdam by school doctors, 
Dr. P. van der Meer and Dr. B. Quispel, Jr., selected 1,398 children for specialist 
examination. In 2.40 per thousand of the cases, a certain or probable rheumatologic 
cardiac affection was found. It is realized, however, that the method used only serves 
to indicate a tendency and that a certain number of cardiac affections will not be 
found. 


It is now generally accepted that an infection with the beta group of A haemolytic 
streptococci (whether characterized by tonsillitis or not) stands in a certain relation 
to an attack of rheumatic fever some time later. If the infection with these strepto- 
cocci is prevented, so also is the first attack of rheumatic fever or subsequent relapses, 
and the chance of a cardiac affection. In various children’s hospitals in the Nether- 
lands the out-patients department regularly supervises the children concerned and 
prescribes or gives the necessary medication. 


For many years this has been done by a special organization at the Municipal 
University of Amsterdam, which at present regularly supervises 212 children. They 
receive monthly penicillin preparations with prolonged activity. The success of similar 
polyclinics is chiefly determined by the regularity of the visits, (and their frequency 
depends to a large extent on the indispensible co-operation of social workers). Lack 
of means has, so far, unfortunately prevented the achievement of complete success 
in Amsterdam. 


Professor Dr. S. van Creveld, Professor of Paediatrics at the Municipal University 
of Amsterdam, and his assistants, are also responsible for the management of the 
North Holland country clinic for children in Oud-Bussum, to which among others are 
sent patients whose rheumatic fever with cardiac complications has subsided some- 
what. The clinic is situated on an estate which lies in beautiful surroundings. There, 
depending upon the activity of the infection, they receive tuition, do occupational 
therapy and relax until the disease has completely subsided. Although this is not an 
example of pure after-care (for there is still some activity of the disease) a similar, 
often prolonged, stay is much like it. 


RHEUMATOID ARTHRITIS 


As neither the cause nor the nature of this disease is known, real prevention is 
impossible. But what are the harmful causes of the disease and against which of 
these ought people to take special preventive measures? One does not know. One 
can but try, when once the disease has broken out, to maintain the patient in the 
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best possible condition. One can never refer to recovery in rheumatic arthritis, and 
in principle it must be recognized that dormant affection is being dealt with. Now 
experience has taught us that a decrease in resistance, or too heavy a physical or 
emotional strain can cause this dormant process to flare up. Thus in the winter of 
1944-1945 when there was a great shortage of food in the Western Netherlands, many 
new cases of rheumatoid arthritis followed hunger oedema, and cases which for many 
years had subsided, flared up again. 


In the more serious cases there is only a small margin between the activity which 
may and may not be undertaken and what must be done and what must be omitted. 
For example, the height of the seat, the height of the table and of the bed, the quality 
of the mattress, the humidity and heating of the house must be adapted to the condition 
of the patient with rheumatoid arthritis. If the optimum conditions are varied even 
slightly, it often means a flaring-up of the disease process. The degree of the reaction 
sometimes bears no relation to the small deviation which has given rise to it. 


This explains the enormous significance of a clear insight into the disease of the 
patient and of his surroundings. If the patient does not understand this, all outside 
care fails. Experience has taught me that a more than average intelligence and excep- 
tional energy is needed to achieve this aim. All this points to the necessity to watch 
over the physical and psychological environment of the patient and to check them 
as accurately as their changing conditions makes this desirable. 


This can be achieved through a strong social organization, closely co-operating 
with a clinical centre. In this constantly dormant affection prevention therapy and 
after-care are closely interwoven. The optimum balance of rest and movement 
in the therapy is the central factor. 


To sum up: Careful checking of health measures in the home serves three 
purposes : prevention (preventing the disease flaring-up again); treatment (by an 
optimum balance of rest and movement to improve the patient’s condition); 
and after-care, (though the term cannot be used in its real sense as it is never certain 
that the patient will recover from the disease). 


In an article on page 23, Miss Bruins describes the general picture in the Nether- 
lands. The following details refer to the provisions in Amsterdam. Over 8,000 new 
patients come to the Amsterdamse Centrum voor Reumatiek-bestrijding each year. 
This large number is the result of a contract with the Amsterdam Sick Funds. This 
provides for many patients to attend specialized clinics with early symptoms. The 
significance of the opportunity this gives for checking the disease in its early stages 
needs no further explanation. Various rheumatic affections are dealt with and only 
a small percentage (over 200 cases each year) suffer from chronic rheumatoid arthritis. 
The existence of more than five diagnostic-therapeutic centres, which are spread over 
the city make it easier for the patients to attend them. 


The patients are systematically and fully registered, for one needs to compare 
the further course of the disease with the condition at the beginning and thus be able 
to trace easily which types of therapy or social care still require attention and what 
psychological and physical attributes have to be contended with. 


A fairly large social service works closely with the outlying clinics and the main 
centre. Five district nurses with special training for social work are attached to the 
Amsterdam Centre. These nurses check non-attendance for therapy. 
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If admission to the hospital is required, a short time beforehand a report on the 
patient’s background is prepared. The report covers the home situation, the patient’s 
financial and economic circumstances, his understanding of the disease, and of his 
environment in relation to it, as well as his psychological make-up. This is com- 
municated to the attending doctor so that it can be taken into account from the 
beginning. This reduces the risk that social circumstances will delay the patient’s 
return home. 


A few weeks before the patient’s discharge from hospital, the broad social 
environment is reviewed. Answers are sought to such questions as this: Is a return 
home possible? If so, what kind of help will be required there? Is it essential to move 
the patient to a convalescent home? Should rehabilitation be undertaken? The 
situation at home is considered and is helpful in replying to these questions. 


In a certain sense, the stay in the hospital amounts to a course of instruction in 
healthy living and working; so that hospitalisation serves as a preparation for optimum 
after-care. The Centre also has medical supervision for a rehabilitation programme. 
This is carried out in the former sanatorium Zonnestraal in Hilversum, about 15 
miles from Amsterdam. 


The district nurses work closely with the Centre’s medico-social workers. The 
latter visit the patients at least once, or if necessary several times, after their discharge 
from the hospital. Once a firm basis has been established then the care is handed 
over to the district nurses. Every two months they report on the patient and give 
warning when something unusual occurs. If the patient needs special equipment 
such as high chairs, alterations to his bed, raising of the W.C., special crutches or 
other supports for walking, then advice, and possibly material help is given, in as 
far as the latter is not provided by the sick funds. Domestic help can also be given 
if ordered by the clinic, although there are difficulties here because of the lack of 
appropriate help. Even more difficult, because of the housing shortage, is the supply 
of a suitable house. Here the Clinic’s advice serves as a guide for the official authori- 
ties. It is clear that for effective contact with the patients a good transport system is 
essential. In Amsterdam this is achieved through the co-operation of the Sick Funds. 
Nevertheless in spite of all these measures—and not all have by any means been 
mentioned—a fairly considerable percentage of relapses do occur after discharge 
from the hospital. 


The change from the conditions provided by hospitalisation to the conditions 
found in the normal home is too abrupt. Therefore, in the Central Institute, which 
is to be newly built, a rehabilitation centre is planned where the patients discharged 
from hospital will be able to come as often as their changing condition makes this 
necessary. There the patient and his family will learn how to maintain the clinical 
progress made when the patient returns home. 


The impression from this description may be that too little is left to the patient’s 
own initiative. Our starting point is, however, that whatever the patient can do, 
he must do. Help is only given if absolutely necessary. A motto, given many years 
ago by one of our greatest poetesses, Mrs. Henriétte Roland-Holst, to Dr. J. van 
Breeman guides our work. It can be seen in large letters in one of our own waiting 
rooms: ‘“ Never let your help make a man powerless to help himself. Build him up 
so that he has the strength which makes him resist himself.” 
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The Patient’s Point of View 


The following case history is contributed by a British Sister Tutor, who 
describes her own personal experience as a rheumatoid arthritic patient. 
The special understanding she has gained, from both the nurse’s and the 
patient’s point of view, gives added importance to her discussion of nursing 
care of the patient suffering from rheumatoid arthritis. 


CASE HIsTORY 


N 1926, at the age of 34, I had pain, stiffness and swelling of the finger joints. I 

was Sister Tutor in my training school and consulted a physician who looked at 
my tonsils and prescribed aspirin (grains 5 P.R.N.). I was worried and dissatisfied 
then, but now, 35 years later, I realise that he could have done little more. Nor, I 
think, could he today. 


The disease progressed rapidly, acute pain “ flitting”? to most of the joints, 
except the hips, for brief periods in succession. Teeth were removed two at a time, 
fortnightly, and a vaccine from the sockets was prepared (streptococcus viridans). 


Increasing doses of aspirin were taken during the next eight months. With a 
temperature of 99—100° F. and a pulse rate ranging from 99—110, bed rest was 
prescribed. Pain continued to be acute, with muscle wasting, anaemia, fatigue and 
profuse sweating. Frequent bed baths were given and a diet that excluded red meats, 
stimulants, and acid fruits. Hot poultices, hot air baths, massage and exercises were 
prescribed. The remaining twelve teeth were extracted under a general anaes- 
thetic, causing an acute flare-up of the disease in the tempo-mandibular joints. The 
acute symptoms subsided after six months, and three months later it was possible to 
go to a Spa to drink the radio-active waters. In addition the treatment included 
radio-active and peat baths, diathermy, faradism, ionisation and increasingly vigorous 
exercises, sometimes in the swimming baths. After a further two months in the 
country I returned wonderfully better to duty in the Children’s Ward for six months, 
though still rather stiff and lame owing to a slightly flexed left knee. For the next 
three and a half years I was again at work as Sister Tutor. 


The disease smouldered in the joints with flare-ups which were bearable until 
1932 when bed rest was again prescribed. Here again a similar routine of treatment 
was followed, this time with foam baths, a course of atophan, and exercise, wearing 
double calipers, thankfully discarded after a short time. After three months, work 
was again resumed until 1938 when the right patella was removed. This ankylosed 
the knee joint. A course of gold injections was given and, after an interval, a second 
course, which had to be stopped owing to the appearance of a petechial rash. 


During the years from 1937 onwards, physiotherapy and aspirin were continuing 
treatments and there were several short visits for Spa treatment. The next ten years 
covered World War II with its staff shortages. The disease was gradually burning 
itself out with less pain and increasing limitation and use of a wheel chair. In 1948 
two bouts of pneumonia with pleural effusion and other serious complications made 
complete bed-rest necessary for nearly a year. The consequent impairment of the 
lungs has limited physiotherapy and other efforts at rehabilitation for the last eleven 
years. 


This case history is unexciting and not uncommon but as a result of it I offer 
the following personal reactions to the disease and its treatment. 
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NuRSING CARE 


In the early stages when the patient is ambulant and probably continuing to 
work, extra daily periods of complete rest and relaxation seem to be helpful in 
counteracting fatigue, due to pain and muscle guarding. One is in constant fear of 
jolts and quick movements and a great effort is required to avoid flinching or shouting. 
Such reactions destroy one’s morale. Constant sweating and anaemia add to the 
fatigue. Lying flat and completely relaxed on a comfortable, but firm, mattress 
eases tension and reduces spasm. When resting the patient should as far as possible 
keep the limbs in good functional position. Knee pillows are not allowed. This 
is a very easy rule to make but not so easy for the patient to carry out. If the joints 
are swollen, hot and painful it is almost or quite impossible to extend them, and a 
small knee pillow may be necessary for limited periods in the acute stages. The knees 
however must not become permanently flexed. Small sandbags or light leg splints 
help to avoid this and aspirin is always useful, especially if given before the splints 
are applied. Foot drop can be prevented by using some kind of support. One tends 
to lie with the arms to the sides and the hands across the abdomen. To avoid the 
shoulders becoming stiff in this position the arms can be abducted and rested on 
small soft pillows. The head rests comfortably on soft pillows in the extended 
position. When the patient is confined to bed nurses should understand the import- 
ance of these positions and help the patient to maintain them, explaining the reasons, 
if necessary. 


The physiotherapist generally moves every joint, however painful, through its 
full range of movement at least once a day. It is the extra bit of movement that she 
can enforce which is so beneficial and which one cannot do oneself on account of the 
pain. Aspirin, given half an hour before physiotherapy, is necessary. One must 
make a great effort to do exercises regularly, quadriceps contractions, pronation and 
supination, flexion of the elbow and wrists and bringing the hand to the mouth so 
that one can still feed oneself, etc. Flexion of the fingers towards the thumb must be 
practised so that it is possible to pick up objects. Again it is a great help if the 
physiotherapist shows the nurse the exercises, so that she can help the patient. 


Daily baths and frequent change of underwear help to counteract the excessive 
sweating. Toilet Eau de Cologne and powder are refreshing. The skilful nurse who 
has learnt the anatomy of a joint knows that joints should be extended when moved. 
For example she grips the ankle and pulls on the leg gently when putting on a shoe 
or washing the leg, she holds the hand, carefully extending the wrist and elbow joints 
when washing the arm. The thoughtless nurse causes much unnecessary pain by 
lifting the mattress to tuck in the bedclothes. Small bags containing rape seed are 
helpful placed under heels or bony prominences to prevent pressure. Rubbing with 
Eucerin cream or lanoline keeps the skin in excellent condition. 


When the patient is in a ward with other helpless patients the nurse should realize 
that patients with rheumatoid arthritis need much more careful handling than those 
suffering from neurological diseases, who have probably little or no sensation in the 
limbs. How wonderful it is to have a nurse who can discriminate and avoid giving 
unnecessary pain. It is not easy for an inexperienced nurse to know how active the 
disease is in a patient. The temperature chart, the erythrocyte sedimentation rate, 
the amount of swelling, heat and tenderness of the joints and the general health of her 
patient will help her to recognize this. The amount of analgesic required will also be 
an indication. 


29 





INTERNATIONAL NURSING REVIEW 


PREVENTING CRIPPLING IN RHEUMATOID ARTHRITIS 
T. J. O’REILLY 





REVENTION of crippling is the most important aspect of the treatment of 

rheumatoid arthritis and should constantly be in the mind of those who under- 
take the care of these patients. For an understanding of the cause of crippling and 
the steps which lead to this unfortunate result, an appreciation of certain aspects 
of the natural history of rheumatoid arthritis is essential. 

Rheumatoid arthritis, a disease of insidious onset, attacks the peripheral joints— 
most commonly the small joints of the hands, the wrists, knees, elbows and feet. 
Stiffness and soreness are the usual complaints—pain is slight or absent. The joints 
swell due to thickening of the capsule and synovial lining; sometimes fluid forms. 

The disease usually attacks young adults, more often women, in whom, too, it 
runs a more severe course. Of comparatively common occurrence, it is estimated 
to affect 1 per cent of the adult population. 

Often the disease is of long duration lasting many years. This chronic course 
being interrupted by bouts of activity when it flares up for periods of weeks or months, 
with increase of tenderness, swelling and heat in the joints and fluid effusion. 

For the treatment of rheumatoid arthritis a number of drugs are available which 
modify and control the course and in a certain percentage of cases bring about an 
arrest or cure of the disease. Such drugs include aspirin, cortisone, gold salts, 
butazolidin and its more recent derivative Geigy 27 202. 

Physiotherapy in the form of warm baths, local heat, massage and exercises has 
been in use since Roman times, and the past thirty years have brought a great revival 
in the use of these methods. 

Crippling, the result of joint damage, not only refers to lameness and impair- 
ment of movement but the far worse disability due to flexed stiff knees, in which 
mobility is lost and the patient becomes bed-ridden: a deplorable result both 
medically and for the unfortunate victim. Compared with this all other joint 
damage is of little importance. 

What is the mechanism through which joint limitation and anklyosis takes place? 
How is it to be prevented? 

It has long been known that if the joint affected by rheumatoid arthritis is limi- 
ted in its range of movement or more especially if it is kept at rest, a film of granula- 
tion tissue grows in over the articular cartilage from the joint margin. This film 
destroys the cartilage, replacing it by fibrous tissue. Once it has formed, permanent 
impairment of joint movement will result: if it spreads widely the joint is soon destroyed. 

A less common process in which the articular cartilage is damaged or lost may 
occur during an acute flare-up with effusion of a semi-purulent fluid. 

With these two mechanisms in mind it will be appreciated that the general 
principles of treatment require: 

1. Constant movements of all affected joints, with a look-out for any limitation 

and prompt efforts to correct it. 

2. A watch for the acute flare-up and early treatment of the damaging effusion. 
To translate these general principles into action:— 

1. A rheumatoid arthritis patient should never be put on full bed rest. If rest in 
bed is considered necessary for a few days, then the patient ought to get up 
and about daily for at least two half-hour periods. 
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2. Patients should be encouraged to continue at their normal occupations. This 
is nearly always possible; it is always desirable. 


3. The patient’s personality is important, especially cases of depression and 
hysteria: the passive, resigned, hopeless attitude is the straight path to 
crippledom. A hysterical relative or friend is a potent contributor to this end. 


4. Long-term medical supervision is desirable. It should include:— 
(a) Systematic treatment in an endeavour to check the disease. 
(b) The control or alleviation of symptoms. 
(c) Treatment of acute joint exacerbations with effusion, by intra-articular 
hydrocortone. 
(d) Correction of nutritional deficiencies and anaemia. 


Patients unable to walk, or who find walking difficult, are best admitted to an 
Arthritis Unit until they become ambulant. At this stage an efficient walking machine 
and the use of intra-articular hydrocortone are the most useful treatments. 
Physiotherapy, heat, movements and exercises are always helpful. Although the 
main attention will be concentrated on the knees, systematic general exercises, 
including breathing exercises, should be applied in addition. 


Success in preventing crippling, which will mean so much to these patients, is 
mainly a matter of keeping the affected joints moving, watching for early joint limita- 
tion and correcting it. 


Above all avoid confinement to bed. Prolonged bed rest is the real origin 
of crippling in this disease. 


RHEUMATISM IN AUSTRALIA AND THE WORLD 
MICHAEL KELLY 


S treatment with antibiotics has brought about the virtual disappearance of 

many of the killing diseases, and tuberculosis and many other infections have 
been brought under control throughout the world, doctors in Australia (as elsewhere) 
are turning their attention more to the chronic and the crippling diseases. Cases 
of acute rheumatism and rheumatic carditis have considerably diminished in number, 
but there has been no decline in the amount of chronic rheumatism. 


The Ligue Internationale contre le Rhumatisme was founded more than 40 years 
ago, for the purpose of stimulating doctors to study the rheumatic diseases. During 
the past 20 years Rheumatism Associations (of doctors) have been formed in different 
countries. The Australian Rheumatism Association was founded in 1956, with the 
late Dr. Leslie Parr of Sydney as first President. New Zealand was ten years earlier 
in forming its Association, and it has a flourishing branch with 82 members. New 
Zealand also claims the only hospital in the southern hemisphere which is devoted 
to the study of rheumatism (Queen Elizabeth Hospital, Rotorua). 


But hospitals do not solve the problem of rheumatism. On the contrary, inexpert 
hospitalization is likely to increase rather than decrease the amount of disability. 
Rest is good for painful joints, but too much rest for the whole body leads to muscular 
weakness and flexion deformities. Most bedridden patients have got like that because 
they were put to bed through mistaken kindness. 
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For the past ten years, at the Melbourne Institute of Rheumatology, I have been 
developing a method of immobilizing the painful joints which allows the patient to 
walk about and to use his hands. ‘“‘ Active immobilization ” fixes the key joints, 
but keeps the patient working at his job, and ankylosis never follows. 

Arthritis is a disease of movement and the disease can be suppressed if movement 
is stopped in the joints which are most severely affected. These are usually the wrist 
and the knee. Disability in the hand is nearly always due to arthritis of the wrist. 
This may be extremely painful and the patient sits with the hand drooping until the 
wrist sets in the dropped position. The fingers may go straight without ever having 
had arthritis. 

The method of treatment is called active immobilization. The wrists are supported 
in plaster casts or leather supports but the fingers are left free and the patient is ordered 
to work. The pain is immediately suppressed and the patient is surprised in a few 
days to find that he can bend his fingers. 

Every arthritic patient has a dread of two things; (1) that he will not be able to 
use his hands; (2) that he will not be able to walk. Inability to walk, in nine out of 
ten cases, is due to a flexion deformity of the knee, and the flexion deformity comes 
from sitting in a low chair with his knees bent. If the knee is immobilised in a 
cylindrical plaster or a caliper the patient will preserve his ability to walk. What is 
more, the pain and the swelling are suppressed immediately. Active immobilization 
means fixation of the painful joint but use of those which are not painful. The patient 
must walk on his straightened legs, and quadriceps drill (to strengthen the weakened 
muscles) must be practised incessantly; movement of the knees always returns. 

The greatest of all advances in medical treatment of rheumatism is the discovery 
of phenylbutazone (butazolidin), a drug which was synthesized by a pharmacologist 
in Basle in 1941, and used as a solvent for amidopyrin. This latter drug (related to 
aspirin) is used a great deal in Europe in rheumatism disorders, and a Swiss doctor 
thought of having it prepared for injection. Irgapyrin, the soluble combination of 
amidopyrin with phenylbutazone, proved to have much greater antirheumatic potency 
than had amidopyrin alone. Dr. John Currie of Glasgow and Dr. William Kuzell of 
San Francisco then conducted independent experiments and found that phenylbuta- 
zone was a specific antirheumatic drug. At the beginning most of us gave it in doses 
which were later found to be too great. If given in doses not exceeding 400 mg. daily 
to people under 65 years of age who have no disorders of the stomach, kidney or 
heart, it is a safe drug. 

It is cumulative in the body and does not have to be taken continuously. Most 
patients benefit from a break of two or three days every week or ten days, and the 
effective maintenance dose is 300 mg. or less. Phenylbutazone has no hormonal 
effects, and there is not a distressing rebound of all the symptoms when it is withdrawn. 

Hundreds of patients have taken it for years in steadily decreasing doses; many 
finally have secured remission of the disease when the drug was stopped. 

Phenylbutazone is suitable for only two out of every three patients, and produces 
some relief of symptoms in three out of every four rheumatic patients who take it. 
But the relief is only partial in many patients with severe arthritis, particularly those 
with deformities. At the Institute of Rheumatology we have discovered that phenyl- 
butazone and immobilization are supplementary to each other. The drug acts more 
effectively when the most painful joints have been immobilised, and many complete 
cures have been secured with a combination of the two methods. 
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IMMOBILISATION OF KEY JOINTS 
IN RHEUMATIC ARTHRITIS 


Immobilization of the 
wrist by a plaster cast, 
so allowing the fingers 
to be used. The cast 
can be removed by cut- 
ting the, two transverse 
bands and can then be 
worn part time 


Wrist di »p, because painful wrists have 
een allowed to droop 


These leather supports 
immobilize the wrists 
and should be worn 
continuously when the 
wrists are painful. 


Two calipers, with bands 

at the top instead of 

rings, allow the patient 

to walk on two arthritic 
knees 


BEFORE 


4 


On the left: The cylindrical plaster 

immobilizes the patient’s knee, allowing 

him to walk. On the right: The range of 

movement achieved six weeks after the 
removal of the cast 
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PSYCHOLOGICAL ASPECTS OF THE REHABILITATION 
OF RHEUMATOID ARTHRITIS PATIENTS 


AILI LEMINEN and VEIKKO LAINE 





HIS article is only an introductory discussion about some of the psychological 

factors which probably play a role in the process known as the rehabilitation 
of rheumatoid arthritis patients. 

The psychological factors include not only all the effects which the structure 
and function of the psyche of the patient has on his rehabilitation, but also the effects 
which many outside factors have on his personality. Personality may be broadly 
defined as consisting of a person’s somatic entity, his social conditions, and, above 
all, his abilities and skills and his character, i.e., the way he uses his abilities, feels, 


acts and reacts. Rehabilitation means the production of as good a physical, social 
and psychic revalidation in life as possible. 


There are many possible ways of describing the personality of the rheumatoid 
arthritis patient and the psychic factors which help or hinder good rehabilitation. 
One way, for example, would be to use the psychoanalytical theory of Sigmund 


Freud and his school. This, however, might prove very complicated and difficult 
to comprehend. 


The following discussion is based on the traits of behaviour and of experience 
which can be observed and along which persons differ from each other. An approach 
like this is perhaps not so deep as the Freudian one, but it may be more useful for 
practical purposes, e.g., because of simpler terminology. 


PERSONALITY TRAITS OF PROBABLE SIGNIFICANCE IN REHABILITATION 
Intelligence 


Intelligence is naturally an essential factor which plays a role in the rehabilitating 
process, and its level and quality in the patient is more easily analyzed. 


Energy-economy 


A very important and interesting factor in rehabilitation is the vitality or energy- 
economy of the patient. This is perhaps as much a physical as a psychological 
question. Rheumatoid arthritis patients may differ from each other in relation to the 
basic quantity of energy in the body and psyche, but the differences may also be 
more in the actual use of the energy. Passivity is a trait which of old has been 
considered as typical of the non-rehabilitating rheumatoid arthritis patient, and 
activity a trait considered as typical of the well-rehabilitating patient. Persistency 
is also a trait which is a part of the energy-economy. Does the patient get tired 
and give up easily, or has he powers of endurance and tenacity? The struggle for 


existence often requires this very characteristic, especially in the case of the disability 
caused by rheumatoid arthritis. 


Sensitivity 
It seems that sensitivity is a common trait in rheumatoid arthritis patients. It 


appears in many forms. It may be tact and empathy, i.e., the fine ability to think 
and feel from another person’s standpoint. Or it may appear as emotionality, 
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i.e., the patient is easily affected and moved to tears or to smiles. The rheumatoid 
arthritis patient often has a very sensitive self-consciousness, he is shy and timid, 
quick to take offence, inclined to stand back, etc. On a more somatic level, sensitivity 
means a readiness to feel sensations of the body. This sensitivity is sometimes too 
great to correspond accurately with the strength of the excitation. A patient like 
this always seems to be on the watch for all kinds of symptoms in any part of the 
body, now here, now there. The sensitivity may be correlated with more serious 
neurotic symptoms not uncommon in rheumatoid arthritis patients. 


Level of aspiration 


Common experience is that rheumatoid arthritis patients are often unpretentious 
and satisfied with little. Their level of aspiration is low. Depending on some other 
factors this fact can help or hinder good rehabilitation. When demands on him are 
not too great the patient may learn to enjoy thousands of little things around him. 
Sometimes his low level of aspiration prevents him from doing his best. It can also 
happen that the demands are much too great, or unrealistic in some other way, 
causing, of course, only disappointments. 


Motivation 


The question: “‘ Do you want to get well?” does sound peculiar, and any other 
reply than “‘ Yes” would be senseless. However, there are patients to whom illness 
seems a meaningful state, and often a pleasing one, too. Illness may mean refuge 
and shelter from the demands and conflicts of life, giving a solution of a sort to other- 
wise unsolved problems. It is difficult to help a patient to get better if he does not 
himself desire it, or is prone to rejecting trials. In good total nursing one takes into 
account this motivational aspect, which can be decisive. 


Mental maturity 


Mental maturity, which can be considered as including such traits as independence, 
a well-balanced emotional life, a sound sense of responsibility and realism, is worth 
mentioning in this connection. These traits certainly help patients to adjust them- 
selves even to difficult conditions in life. Lack of them or the presence of opposite 
traits naturally prevents good rehabilitation. 


PSYCHOLOGICAL FACTORS IN REHABILITATION 


What does consideration of the psychological factors in rehabilitation imply, especially 
with regard to patient-nurse relations? 


After considering the assets and liabilities existing in the patient himself in 
relation to rehabilitation, the next question may be put as follows: What do the 
assets and liabilities signify, and how can these psychological factors be taken into 
account in everyday nursing care and rehabilitation and in interaction between the 
patient and the nurse? Space does not permit this topic to be dealt with widely, 
but some of the principal aspects are considered here. 


The chief principle of social work—‘ to help the patient to help himself ”’— 
is also appropriate in nursing care and in rehabilitation. The patient’s own role is 
decisive. He ought to have an active role in the teamwork. He must be on a par 
with the other members of the team, and he should not be an object that does not 
need to understand much about the matter concerned. In rehabilitation if anywhere, 
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the patient’s own interest, desire and activity must be aroused and put into motion. 
This can only occur by making the patient comprehend the meaning of each separate 
nursing procedure or treatment, the total aim being pursued, and the significance 
that everything has for him. 

In order to learn one needs someone who can teach. On the ward this is most 
commonly and naturally the nurse. To be able to teach, the nurse should under- 
stand her task as a whole, and realise that nursing is also teaching and educating. 
For success in this she needs a thorough insight into these matters and therefore 
should have some knowledge of pedagogy, psychology and social psychology, too. 
Her constant self-training and post-basic education never really seem to cease. 


With regard to the psychological aspects of the rehabilitation of rheumatoid 
arthritis patients the task of the nurses may, if required, perhaps be most briefly 
expressed by the headings: ‘‘ Creation of the right ward atmosphere ” and “ Educa- 
tion of the patient’s independence”. A kind and democratic spirit on the ward is 
an essential for the development of the patient’s own curative powers, and nurses 
can certainly never do too much for this. To develop the patient’s independence 
and ability to be self-supporting often means a deeper and more individual interaction 
between patient and nurse. The wise nurse finds many ways to counsel the patient 


and to help him to see wrong attitudes towards illness and the desire to become 
healthy. 


Hypothesis and research 


Most of what has been said above results from consideration of experience in 
practical rehabilitation work with rheumatoid arthritis patients, and has not been 
exactly verified by systematic research. The situation is familiar: a patient is tended 
and tended, treatment continues, but the patient does not recover. At the same time 
another patient of equal stage and grade of disease improves very satisfactorily. 
The problem is: Why did one patient recover and the other not? Which are the factors 
preventing and which are those promoting rehabilitation? Perhaps the difference 
is caused by certain organic, hormonal or other such factors which medicine will 
later be able to determine, but it is also possible that the causes are to be found in the 
area of psychic life. 

This problem has been examined to some extent in America. In Finland we 
have just been trying the experiment of having a psychologist co-operating with the 
team at the Rheumatism Foundation Hospital at Heinola. We have a research 
project under way, which, we hope, will lead to a better understanding of the signific- 


ance of the psychological factors playing a role in the rehabilitation of rheumatoid 
arthritis patients. 


SUMMARY 


The most important personality traits preventing or promoting rehabilitation 
of rheumatoid arthritis patients probably include intelligence, vitality or energy, 
passivity—activity, persistence, level of aspiration, sensitivity, motivation, mental 
maturity, independence and realism. In the rehabilitation process the nurse, as 
well as the other staff, should base her attention upon the active role of the patient, 
create a favourable ward atmosphere for growth of the patient’s own powers, and, 
if necessary, try to influence tactfully the patient’s attitude, guiding it into the desired 
direction. Research is needed to make clearer the psychological laws governing the 
rehabilitation of rheumatoid arthritis patients. 
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MEDICO-SOCIAL ASPECTS OF THE RHEUMATIC 
DISEASES 


R.-M. SICHERE and Y. DULAC 


OR several years the social importance of the rheumatic diseases and the financial 

burden they lay on the community, has become apparent through the Social 
Assurance and Social Security. The burden these diseases impose is currently 
increasing, and with a rheumatic morbidity of 26 per cent, they stand only second 
to the mental diseases. As with tuberculosis, rheumatism is a social disease with 
long, disabling and painful effects, deeply affecting the individual. 

A few figures will show the importance of rheumatism. These statistics, drawn 
from different countries, give a percentage of disability varying from 10 per cent to 
12 per cent. In Germany the figure is 11 per cent; in the USA 12 per cent; in France 
12.7 per cent. In addition 8 per cent of the absences from work and 10 per cent of 
hospital days are due to the various forms of rheumatism. The present cost of 
rheumatism in France is 30,000,000,000 French francs. In the Parisian region alone 
the figure is 3,000,000,000, divided as follows: 

432,000,000 for sickness benefits; 
511,000,000 for disablement; 
1,000,351,000, for hospitalization; 
21,000,000 for hydropathic treatment. 

These figures are only concerned with the benefits which are paid out and do not 
take account of the pharmaceutical and medical expenses. Nevertheless, the import- 
ance of these expenses should not be overlooked, especially when modern treatments 
are borne in mind. For example, rheumatoid arthritis treated with salts of 
gold costs 30,000 francs, and treatments by hormones cost 280,000 francs a year. 
Suffice it to say that a simple biological report costs the Social Security Fund from 
5,000 to 7,000 francs, an x-ray examination quickly exceeds 10,000 francs, and all 
physiotherapeutic treatment is expensive. A high figure for the cost of these conditions 
can very quickly be achieved. A coxarthritis costs at least 286,481 francs a year, 
a lombo-sacral algie 354,911 francs, a lumbar neuralgia 110,361 francs, and the 
minimum cost of a thermal cure at Aix-les-Bains ranges from 50,000 to 55,000 francs. 

These few figures show the importance of a burden which will increase as modern 
diagnosis and treatment becomes more generalized. Although costly, the modern 
procedures, if used judiciously, can bring about a rapid recovery which justifies their 
employment. 

The social burden of rheumatism is defined and conditioned by its medical 
incidence. Three essential points define its individuality. 

1. Rheumatism is a disabling condition of long development which is 
generally neither fatal nor has a dramatic presentation. Rheumatic fever is the only 
type which in its acute forms may lead to death. Since the introduction 
of hormonal treatment however, such cases are exceptional. In fact this, together 
with age, is one of the reasons for the increased percentage of rheumatic morbidity. 

2. Rheumatism appearing at irregular intervals requires a medical examination 
on each occasion, together with hospitalization and a reassessment of functional 
incapacity. Its periodic aggravation and habit of development recalls a similarity 
with tuberculosis. Both conditions are lasting and mark the whole life of an individual, 
necessitating a special way of life and constant medical supervision. 

36 





APRIL, 1959 





3. Rheumatism, nevertheless, contains two supplementary elements; pain and 
helplessness; elements which combine to create a psychological climate in the patient 
that is quite special and differs from that of a tuberculosis patient. 

The rheumatic diseases can be divided into two types for an assessment of the 
social burden involved. The first includes the conditions which are often very 
painful, but which as a general rule are curable and are compatible with the resump- 
tion of normal activities. These include lumbago, sciatica, cervicobrachial neuralgia 
and scapulohumeral periarthritis. The only burden these conditions place on the 
social security budget arises from their frequency and the large number of cases. 
They rarely pose problems of rehabilitation or of disablement. These conditions 
are covered by health insurance in the same way as an acute infectious disease. In 
addition, there are conditions with an origin in the sufferers’ profession. Here a 
change of job can be considered by the industrial physician. 

The second type takes a varied clinical form. They have an inevitable tendency 
to be chronic or to result in a relapse. Rheumatic fever with its cardiac con- 
sequences must be included in this type, but the most important forms are 
rheumatoid arthritis and ankylosing spondylarthritis, with articular effects, which 
are often irreversible and irreducible. The other conditions, such as degenerative 
rheumatism, are essentially diseases of wear-and-tear, which certainly appear rather 
later, but which become progressively more and more painful and disabling. Here 
the problem is the rehabilitation of the patient and his reintegration into society. 


WHAT IS THE PROPORTION OF DISABLEMENT IN RHEUMATISM? 


In 1951 and 1952, of 40,000 disabled patients, 6 per cent of the cases were 
recorded as being due to rheumatism. Although this proportion does not seem high, 
yet among these 6 per cent only twenty patients came out cured and 500 passed on 
to old-age disability. Thus, if the number of rheumatic patients entered as disabled 
is lower than that for certain other groups of social diseases, it has a more important 
place when account is taken of its chronic development and of the rareness of recovery 
or death. The whole social burden of rheumatism is therefore in the disablement 
which it brings, disablement which is particularly heavy and so often falls on young 
people. 

The battle against rheumatism should not be limited to the picture represented 
by disability, since this represents only one of the essential components. 

Attention must be directed to the very early stages, even to the hospital itself, 
when the diagnosis is made and the treatment prescribed. Mechano-therapy is the best 
preventive treatment, for it can limit, to the maximum, the functional losses. The 
disease stabilized, the patient will be sent to a rehabilitation centre, which by 
muscular and articular work re-establishes maximum functional capacity. 

If one of these patients is inadvertently sent to a rest centre, the physical and 
mental inactivity will do him a disservice, since all immobilization favours ankylosis, 
and inactivity and an atmosphere of pacivity may favour a resurgence of the disease. 
For a patient who, despite treatment and rehabilitation, retains a significant 
incapacity, the question of resettlement arises. This poses a delicate and difficult 
problem, which has to be faced by all those who are physically diminished. 

Each country has different solutions for this problem. Several examples are 
given below. 

In England, a register of disabled people is maintained and employers must 
employ a certain percentage of those on the register. There are also sheltered 
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workshops which, however, have the disadvantages that are found when physically 
handicapped people are grouped together. 

In Germany, all undertakings are obliged by law to employ 8 per cent—10 per 
cent of physically handicapped people, but the employer is free to find a suitable job. 

In the United States of America propaganda is used to achieve the absorption 
of the physically handicapped into industry. In 1951 it enabled 750,000 placements 
to be made. This shows that a policy of resettlement can be preferable to rigid 
legislation, which, in practice, it is always easy to avoid. 

At present it cannot be denied that in France resettlement is difficult for various 
reasons. First, the percentage of patients who can really be resettled is fairly small. 
Seventy per cent of the rheumatism cases first become apparent after they have 
reached the age of forty years, an age when resettlement is difficult. Among the 
younger patients, the progressive form of the disease and their evident handicap 
can sometimes considerably hinder any professional resettlement. 

The difficulty in finding a post and the slow working of administrative machinery 
is well known. The length of these formalities is both expensive for the benefit 
funds and serious for the patient. Finally, the rehabilitation centres are insufficiently 
developed to enable all patients to have the maximum opportunities for resettlement. 
The efforts made during the last few years in the fight against rheumatism should be 
emphasized in this connection; for example, the development of specialized clinics, 
of physiotherapy, and of hydrotherapy centres, the creation of centres for 
professional training, for the employment of handicapped people, of centres to help 
young artisans disabled by rheumatism, of sheltered factories, or of homes where 
disabled elderly people will be welcomed. 

The outpatient clinic of a rheumatism rehabilitation centre can be quoted as 
an example. It brings together industrial. medical officers, psychotechnicians 
(specialized psychologists), social workers concerned with professional resettlement, 
public health/social workers, and doctors specializing in rheumatism. This grouping 
obviously brings maximum co-ordination. 

On the scientific level the existence of a Chair of Rheumatology, of the League 
Against Rheumatism and of specialized journals ensures technical education which 
each year trains a number of doctors who will be more adequately prepared for an 
understanding of the subject, and able to make the best possible contribution in the 
fight against rheumatism. 

The recent investigation of the extent of rheumatism confirms the importance 
that should be accorded to it, and provides an effective weapon in the battle. 

While this is the general picture of the problems posed by rheumatism, there is 
one which must not be neglected, and which may even be regarded as the principal 
one: an understanding of the special psychological repercussions arising from the 
triad of disability, pain and duration. 

An understanding of this is capital for the public health nurse if she wishes to 
make an effective contribution to the problem. It is impossible to give good treat- 
ment or rehabilitation if this aspect is misunderstood. 

American authors have shown the importance of the emotional element in the 
most serious form of rheumatism; rheumatoid arthritis. They have insisted on the 
réle of the emotional phenomena in these conditions; such as the impression of 
insecurity, of instability. In many cases vasomotoricity and psychiatric factors play 
a “ releasing ” réle. 

This shows the existence of a rather special psychological situation which is 
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added to by the experience of suffering. If certain patients with a phlegmatic tempera- 
ment seem little marked by this experience, others who are very sensitive to pain and 
to whom the least suffering becomes intolerable, find this the only way of expressing 
it. This occupation of the emotions with suffering inhibits all vitality and leads to a 
loss of willingness by the patient to make the effort to avoid egocentric concern with 
himself and his disease. As he comes to expect more from the community than from 
himself, the foundations are laid for a demanding attitude. Now whether one likes 
it or not, the system of community care, indispensible though it is, modifies the picture 
the patient has of the effort he must make, but the necessity for such an effort must 
be understood by the patient. 

From this point the family and professional background is important, for it 
sometimes has a profound influence on delicate patients, and the course of their 
disease. Knowledge of this context is essential to obtain the patient’sco-operation and 
for early psychological preparation, to enable him to make an effort to recapture a 
desire to return to normal life. 

This human and individual aspect must not go unrecognized, but should be 
patiently listened to and assessed by the public health nurse and by the doctor. 

At a similar stage in the same disease there will be some patients who continue 
to work courageously, while others prolong their absence from work indefinitely, 
and feel incapable of the smallest amount of effort. 

It is therefore essential to pursue the efforts made recently to develop the technical 
organizations which aim at tracing and rehabilitating people who suffer from 
rheumatism. The patient’s personality should never be neglected—or there will be 
a danger that all the community’s efforts may prove fruitless. 


(Translated from French and reproduced by kind permission of the Revue de I’Infirmiére et de 
l’Assistante Sociale). 
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RHEUMATIC FEVER—A CASE HISTORY 
JEAN E. MacGREGOR and MADELINE FLANDER 


HEUMATIC fever is a clinical syndrome the chief manifestations of which are 
arthritis, heart disease, subcutaneous nodules, erythema marginatum, and chorea.! 


Rheumatic fever occurs in relation to infections with (group A) hemolytic 
streptococci. The initial attack and subsequent flare-ups usually follow tonsillitis or 
acute respiratory infections.” 


Nick, aged eight years, was hospitalized one spring day for treatment of rheumatic 
fever and an accompanying carditis. Born in Germany, but a resident of a west 
coast province in Canada for most of his life, he was a well-nourished, clean youngster 
with above average intelligence, from a happy home. This was not his first experience 
as a hospital patient. He remembered his admission for treatment of diphtheria 
when he was four years old and, one year later, his readmission with a broken arm. 
Nick had escaped the usual diseases associated with childhood. He could recall one 
incident in his short life when pains in his legs had made him rather uncomfortable 
but he was told that they were just “ growing pains.” 


There are a number of factors in this introductory phase that can be considered 
characteristic of the disease. Nick was eight years old—well within the accepted age 
range of 5-15 years usually associated with rheumatic fever. It is felt that the majority 
of children who develop this condition are around the 8-year-old level. It should 
be noted as well that Nick had always lived in a northern temperate zone with its 
intervals of damp, cold weather. Rheumatic fever tends to occur with greatest 
frequency under such climatic conditions. It is ordinarily quiescent during the hot 
seasons, flaring up during the damp, cold season*, especially in the spring. 


Usually rheumatic fever makes its appearance in an acute form but subsequent 
investigation prompted the doctor to feel that Nick’s “‘ growing pains,” had been an 
undiagnosed attack of the disease and not the muscular pain that children may develop 
from over-activity. This may have been an instance of the subacute form of the 
disease which can produce the same serious complications commonly associated with 
an acute attack.4 


Although no one else in Nick’s family had a history of rheumatic fever, it is 
generally accepted that a familial tendency may exist, with streptococcal infection 
as the immediate precipitating factor.® 


Nick’s present illness began with an upper respiratory infection and a sore 
throat that improved uneventfully. Two weeks later he began to have joint swelling, 
pain and fever, affecting his ankles and left wrist in particular, in rapid succession. 
He was admitted to hospital care at this stage, feeling quite uncomfortable, with a 
high fever, a rapid pulse and looking very pale. Little nodules could be felt around 
the ankles and on the back of the scalp. 


This is an essentially classical picture of rheumatic fever. The onset is usually 
7—12 days after the precipitating streptococcal infection. In the young child, the pain 
tends to be indefinite and hard to pinpoint in one area. The “ flitting” nature of 
rheumatic fever pain is particularly characteristic—as one area improves, another 
is affected. The presence of nodules is felt to be indicative of the severity of the 
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attack with greater possibility of cardiac involvement.* Since anaemia is usually an 
accompanying symptom, the pallor that Nick exhibited was quite in keeping. 

Following his admission, Nick underwent a series of clinical tests to confirm the 
provisional diagnosis. 

1. Sedimentation rate. This is to determine the speed with which erythrocytes 
settle out of the blood. The settling process is dependent upon the size of the clumps 
formed by the cells, although the factor regulating this is unknown. The speed with 
which the cells settle increases in the presence of a variety of infections including 
rheumatic fever.’ The normal rate is usually taken as 10 mm. per hour, Nick’s reading 
was 60 mm. per hour. The sedimentation rate is one of the most dependable in- 
dicators in helping to confirm the diagnosis or determine progress in recovery. 

2. White blood cell count. Elevation from the normal of 5,000-9,000/cubic 
millimeter of blood is a characteristic of infection generally. Nick’s white blood cell 
count was 11,000. 

3. Hemoglobin estimation. The normal quantity is 85—100 per cent, Nick had 
only 64 per cent. 

4. Urinalysis. The results of a total examination were negative. Any abnormality 
would have required further investigation to determine the presence of a co-existing 
disease or condition. 


5. Electrocardiogram. The heart is so commonly affected that its function is of 
major concern. Signs of carditis may appear within a few days after onset of the 
disease or may be delayed for weeks. The electrocardiogram often shows abnormal- 
ities in acute rheumatic carditis. While changes are not diagnostic, the presence of 
a first degree heart block or T-wave changes are helpful in establishing a diagnosis. 


6. Chest x-ray. This provided further assistance in determining cardiac in- 
volvement and lung congestion. Nick’s first.report read as follows: 


‘* The heart is not enlarged in general but the right side is more prominent than 
usual. The pulmonary areas are not exaggerated in the present examination. The 
diaphragm looks normal... The hilar shadows are quite heavy as are the lung 
markings which is suggestive of some vascular congestion.” 


A week later, a repeat chest x-ray was done and the report indicated that the 
cardiac shadows had definitely decreased in size and the congestion in the lungs had 
subsided. 


When the heart is affected in rheumatic fever, there is complete involvement—a 
pancarditis. Beadlike vegetations form on the valves preventing proper closure and 
causing a slight leakage. There is diffuse inflammation of the myocardium and 
danger that the muscle may fail causing death. Fibrinous inflammation of the 
pericardium may be followed by pericardial effusion. 


The common course is for the inflammation to subside although the heart may 
be left with varying degrees of damage. 


The younger child with rheumatic fever is more prone to develop carditis and to 
exhibit a minimal amount of joint pain. The older child tends to have polyarthritis 
with moderately severe pain and develops chorea more readily. Prevention of heart 
damage is prime concern in the very young and is dependent upon speedy recogni- 
tion of the presence of rheumatic fever—sometimes a difficult task because of the 
vagueness of the symptoms presented by young children. 
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SPECIFIC THERAPY 


Drug therapy may vary somewhat according to the convictions of the attending 
physician but all authorities now agree that as soon as diagnosis has been made, 
rheumatic fever patients should receive a course of penicillin injections—600,000 
units daily for the first ten days. Thereafter the child receives a sulfa preparation 
—sulfadiazine is a popular choice—in a dosage of 1 gramme per day over 60 pounds 
body weight, under 60 pounds, to be continued }gm. indefinitely. Adrenal steroid 
preparations have received attention as well but the advantages of cortisone and ACTH 
over the salicylates is still open to question. Steroids may be used in selected cases 
—for example, where there is intolerance of the salicylates and with severe toxity. 


The salicylates, sodium salicylate and acetylsalicylic acid (aspirin), are con- 
sidered almost specific in the treatment of arthritis. The amount of aspirin that 
Nick received was based on his body weight—20 milligrams per kilogram of body 
weight per 24 hours. He lost all sign of joint involvement on the fourth day after his 
admission. The dosage of aspirin was gradually decreased and finally discontinued. 
Although intolerance to aspirin is more common in adults than in children, Nick was 
observed for tinnitus, nausea, vomiting and headache. The drug was given with his 
meals to help reduce the likelihood of gastric irritation. 


GENERAL CARE 


Rest, physical and mental, is of major importance in the treatment of rheumatic 
fever. Enforced inactivity can be very trying for a child—so much so that any possible 
good derived from remaining in bed may be offset by the emotional or mental un- 
rest arising from it, unless certain precautions are observed. Nick needed compan- 
ionship. He was placed in a room with two older men who took a quiet but fatherly 
interest in him and spent much time chatting to him. Both men were free of res- 
piratory conditions or other infections likely to be hazardous to their small protegé. 


His nurses tried to spend as much time with Nick as possible since this extra 
attention was also important to his emotional well-being. He was allowed to pursue 
his hobby of assembling model aircraft, was encouraged to read, play quiet card games 
and indulge in diversions that called for a minimum of physical and mental activity. 


At the end of six weeks with the return to normal of his temperature, sedimen- 
tation rate and white blood cell count, and in the absence of any active cardiac 
involvement, Nick increased his range of exercise. Sitting up in bed was followed 
by sitting in a chair and finally Nick began walking about for gradually increased 
lengths of time each day. Care had to be taken that he did not overtire himself and 
he was observed for recurrence of joint pain, swelling or elevation in temperature. 


During the time that Nick was confined to bed—particularly in the early, acute 
phase—a footboard and bed cradle prevented pressure on sore joints. Footdrop is 
less likely to be a problem in this age group since, as he begins to feel better, the 
8-year-old most certainly exercises ankle joints etc. In the older child or young 
adult footdrop is a possible complication that the footboard will help avoid. 


The child with rheumatic fever needs a diet high in protein, vitamins and iron. 
Nick received supplementary doses of vitamins and iron that built up his general 
health and counteracted his anaemia. 

Conscientious observation is always important in rheumatic fever. Nick was 
observed for pain both as an indicator of possible complications and as a deterrent 
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to adequate rest; for temperature elevation; for reaction to drug therapy; for 
emotional stress and for signs of over-exertion. 

Visits from his family and friends provided the necessary contact with normal 
living and the extra attention gave Nick an added sense of security. Both family 
and friends had to be made aware of the inadvisability of visiting the child if they 
had colds or other respiratory infections. 

In contemplating this regime of care we have an example of the present contro- 
versial status of the care required in rheumatic fever. Generally speaking the grading 
system is applied with the child on absolute bed rest, flat, and with only one pillow 
allowed unless orthopnea is present. This is followed by bed rest with modified play 
therapy and then gradually increasing activity until the child is once more ambulatory. 

Nick was allowed light activity right from the beginning of his hospitalization 
and was permitted. to assume the semi-Fowler’s position. This is consistent with 
the belief of certain authorities that as long as activity is considerably reduced from 
the normal, mild exercise is probably of no harm and may even be helpful since it 
keeps the youngster from chafing and fretting over his lack of freedom. 

When he went home, Nick returned to a comfortable, healthy environment 
where he would receive love, attention and intelligent understanding of his condition 
and its limitations and of the adjustments necessary to allow him to lead as normal a 
life as possible. His return to school will be governed by his progress during con- 
valescence. His teachers will be advised that strenuous games and physical educa- 
tion will not be on his schedule at the beginning. 

This is a departure from the usual social picture presented by a large percentage 
of children who are hospitalized with rheumatic fever. Social studies have shown 
that the youngsters often come from homes offering poor hygienic conditions and 
poor nutritional habits. Quite frequently the children show signs of emotional 
disturbance as well and this has a direct bearing on their recovery from rheumatic 
fever. Not only physical rest but also mental rest is required and the emotionally 
disturbed child will have to have his problems resolved if that objective is to be 
achieved. 

Nick fortunately had no permanent serious cardiac involvement and his future 
looks bright. Unfortunately this is not the outcome for many children who develop the 
condition and who have lacked the favourable home environment that Nick had had. 
Developments in cardiac surgery offer hope to some while more adequate treatment 
of infectious sore throats with antibiotic therapy prevents the development of 
rheumatic fever in others. Rheumatic fever is still very definitely a Canadian health 
problem. Possibly more remains to be done in public education in regard to early 
recognition of the infections likely to precipitate the condition and the importance 
of early and adequate treatment. 
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MUSKEL RHEUMATISMUS 
A. GHIORA 


IE Bezeichnung “ rheumatische Erkrankungen ” bedeutet fiir den Mediziner mehr 

als fiir den Laien. Trotzdem ist der Name Rheumatismus einer der ungenauesten 
Begriffe in der Medizin. Wenn man alle méglichen Schmerzen und Beschwerden in 
verschiedenen Teilen des Kérpers mit Rheumatismus bezeichnet, trigt man nur zur 
Verwirrung bei und vergisst, dass manche der Schmerzen durch wohl bekannte Symptome 
hervorgerufen sind und auf bekannter Grundlage beruhen. Krankheiten wie rheumatisches 
Fieber, chronisch-entziindliche rheumatische Arthritis und andere entziindliche und 
degenerative Gelenksst6rungen sollten nicht unter dem Titel dieser Abhandlung erscheinen, 
sie wiirden nur eine kiinstliche Zusammenfassung von schmerzhaften St6rungen in und 
um die Gelenke darstellen und nur eines ware ihnen gemeinsam, namlich nirgends wo 
anders klassifiziert zu sein. Wenn wir von Muskelrheumatismus sprechen, sind wir 
bereits einen Schritt weitergekommen, weil wir damit die Diskussion iiber rheumatische 
Gelenksschmerzen ausschalten. Ebenso sollen solche Beschwerden nicht erértert werden, 
die vornehmlich mechanische Ursachen haben, auf Verletzungen beruhen, oder die 
durch Berufstatigkeit hervorgerufen wurden, aber trotzdem in der medizinischen Literatur 
als “‘ rheumatisch ” bezeichnet werden. 

Ein Teil der Schmerzen in Muskeln, Schleimbeuteln, Sehnen, Sehnenscheiden, 
sehnigen Membranen, nahe den Gelenken oder Nervenbahnen oder in anderen 
Gewebebindern, hangen eng mit klimatischen Bedingungen zusammen und werden von 
kaltem und feuchtem Wetter begiinstigt. Andere Schmerzen wieder erscheinen als 
mechanische oder chemische Reaktionen. Erstere mégen die Folge von dauernd sich 
wiederholenden winzigen Verletzungen wahrend der Berufsausiibung sein und letztere 
kénnen mit dem Stoffwechsel, mit Nebenprodukten oder Gewebefunktionen zusammen- 
hangen. Andere Schmerzen k6nnen durch nahe liegende Pathologie bedingt sein, wahrend 
sich andere weit entfernt vom Infektionsherd bemerkbar machen. Uberanstrengung aus 
verschiedenen Griinden, sogar Nervenspannung kénnen die Vorbedingung fiir Gewebe- 
verinderungen sein, die spater zu “ rheumatischen” Schmerzen fiihren. Muskel- 
rheumatismus wird oft als Bindegewebsentziindung oder pathologische Bindegewebs- 
verdnderung erklart (fibropathic syndrome). Danach wiirden sich alle rheumatischen 
Beschwerden durch Bindegewebsreaktionen an den schmerzhaften Stellen kennzeichnen. 
Das trifft aber nur teilweise zu und im allgemeinen nimmt man nicht an, dass eine 
Entziindung des Bindegewebes ein Primidrherd sein kann. Sehr wahrscheinlich ist es 
eine Folgeerscheinung von Wirbelsdulenveranderungen und wohl auch von Veranderungen 
in anderen Geweben. 

Da die Schmerzen in Muskeln und Muskelbaindern am hiaufigsten vorkommen, 
sollen diese zuerst beschrieben werden. 


MUSKELSCHMERZEN 


Wie schon die Uberschrift andeutet, handelt es sich um eine Erscheinung und nicht 
um eine Krankheit. Der Schmerz im Muskel mag die Ausserung einer tiefer liegenden 
Erkrankung des Muskels sein, oder auch mit einer entfernt liegenden Pathologie zusam- 
menhangen. Es gibt eine Reihe von Muskelschmerzen, die nichts mit Rheumatismus 
zu tun haben. Um nur einige zu erwahnen: Muskelquetschung oder Muskelriss; mangel- 
hafte Blutzirkulation, die gelegentliches Hinken verursacht infolge Arterienverkalkung 
(Biirgers Krankheit); schmerzhaften Muskelkrampf von Krampfadern; Muskelschmerzen 
nach Trichinenvergiftung; Muskelkater nach Uberanstrengung, Muskelentziindung, 
Muskelhautentziindung, Muskelschmerzen nach Virusvergiftung und noch andere. 

Auch andere Schmerzensgruppen, die sich in Muskeln bemerkbar machen, aber 
keine Anzeichen der vorher erwahnten Griinde aufweisen und auch nicht auf Pathologie 
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beruhen, werden “ rheumatische” Schmerzen genannt, lediglich in Ermangelung einer 
besseren Bezeichnung. Patienten sagen haufig, dass diese Schmerzen witterungsbedingt 
sind und fiihlbarer bei Kalte und Feuchtigkeit, oft stellen sie sich kurz vor Regen oder 
Wetterwechsel ein. In manchen Fallen werden Schmerzen im ganzen Kérper empfunden, 
in anderen an einer bestimmten Stelle. Beim Palpieren findet man manchmal gar keinen 
Widerstand und manchmal fiihlt man im Muskel Kndétchen verschiedener Grésse, die 
man Gewebekndtchen nennt. Der Name ware schon ganz richtig, wenn wir genau wiissten, 
wodurch solche Gewebsverinderung entsteht. Aber auch der Ursprung der Knétchen 
ist unbekannt. Man nimmt an, dass diese sich von einer gallertartig-fliissigen Substanz 
unter irgendwelcher Bedingung verharten, aber auch dieses bereichert nicht unser Wissen. 
Die lateinische Bezeichnung ‘ myogelosis ’ fiir Gewebsentziindung wird von der patholo- 
gischen Veranderung von ‘ sol’ in ‘ gel’ abgeleitet. Eine solche Verinderung mag durch 
eine Reihe von Ursachen hervorgerufen werden, wie z.B. durch Klimawechsel, Verletzung, 
Entziindungsherd, Muskeliiberanstrengung durch schlechte K6rperhaltung, Erkrankungen 
der Bauchhéhlenorgane, Aufregung, Ubermiidung, etc. oder auch ohne irgend einen 
erklarlichen Grund. Tatsadchlich aber kénnen alle diese Griinde schmerzhafte Stellen 
oder schmerzempfindliche Muskelknétchen hervorrufen. Aber nur selten entstehen 
diese durch eine einzige St6rung. Auf diesen Punkt soll noch spater eingegangen werden. 


Wahrend eine Gewebsentziindung einen méglichen Grenzfall darstellen kann zwischen 
direkten und indirekten Muskelschmerzen d.h. solchen, die drtlich und anderen, die entfernt 
von muskulérem Ursprung sind, gibt es gewisse Muskelschmerzen, die definitiv eine 
Folgeerscheinung von pathologischen Vorgangen ausserhalb der Muskelgruppen darstellen. 
Degeneration der Wirbelkérper mit oder auch ohne Bandscheibenpathologie gehéren zu 
den haufigsten Ursachen solcher Schmerzen. Aber auch Erkrankungen der Organe in 
der Brust- und Bauchhdéhle, wie z.B. Herzerkrankung infolge schlechter Blutzirkulation, 
oder auch Magen und Darmstérungen wie z.B. bei Zwé6lffingerdarmgeschwiiren, machen 
sich durch Schmerzen in der Muskelgegend bemerkbar. Es ist sehr wichtig, den Ursprung 
dieser “‘ iibertragenen Schmerzen” zu finden und zu behandeln, um vdllige Heilung zu 
erreichen, da in solchen Fallen die Behandlung der 6rtlichen Schmerzen erfolglos bleiben 
muss. 

Schmerzempfindliche Stellen und Gewebeknétchen kénnen wie Teile einer Kette 
wirken, die durch Druck oder Bewegung eine Fernwirkung auslésen. Man kann aber 
auch diese Art Schmerz mit der Wirkung von Pfeil und Bogen vergleichem. Der gespannte 
“ Bogen” erzeugt Schmerz, aber ebenso die entfernte Stelle, die vom “ Pfeil” getroffen 
wird. Wie in einem Kreislauf bleiben diese Stellen durch Bewegung oder Gewebereizung 
noch lange nach der Behebung der Schmerzursache empfindlich und dann geben sie den 
Anschein eines direkten, sogenannten Muskelrheumatismus, sind aber sowohl in ihrer 
Ursache, wie in ihrer Behandlung sehr verschieden davon. Ein sehr ahnlicher Vorgang 
von iibertragenen Muskelschmerzen kann durch pathologische Verainderung um die 
Gelenke entstehen, ohne diese mit anzugreifen. Der Schmerz, der manchmal durch 
Stérung der inneren Organe verursacht wird, verhindert durch Schmerzauslésung als 
eine Schutzmassnahme die Bewegung eines Gelenkes. Die Wechselwirkung zwischen 
Schmerz und Schutz kann zu Gelenksversteifung fiihren, wenn eine Behandlung zu spat 
unternommen wird. Versteifung der Reflexmuskeln kann man hiaufig am Schiefhals 
(torticollis) beobachten, oder auch in Lumbago infolge von Stérungen der Riickenmuskeln 
und Wirbelsdule, wie bei Quetschung einer Wirbelbandscheibe, Wirbelkérperversteifung, 
oder bei druckempfindlichen Gegenden iiber sehnigen Membranen, etc. 


Die Behandlung von Muskelschmerzen richtet sich nach deren Ursache und muss 
nach Méglichkeit dieser gerecht werden. Leider ist dieses haufig nicht der Fall und wenn 
die Ursache des Schmerzes unklar bleibt, sollten alle vorhandenen Médglichkeiten dafiir 
sorgfaltig gepriift werden: schlechte Kérperhaltung ist zu verbessern, Infektionsherde, 
die von Zahnen, Stirn- und Kieferhdhlen, Unterleibsentziindungen, Nierenreizung, 
Gallenblasenentziindung, etc. kommen kénnen, miissen untersucht und behandelt werden, 
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ebenfalls muss man priifen, ob Magen- und Darmerkrankung oder eine Wirbelerkrankung 
vorhanden ist, die der Behandlung bedarf. Ausserdem ist es ratsam, Warmebehandlungen 
aller Art anzuwenden, Oberflaichenhitze, Infra-Rotlicht, Wachsbader, daneben Entspan- 
nungsiibungen, Massagen, etc. Als Medikament gibt man die bekannten schmerzstillenden 
Praparate, “* anti-rheumatische ”’ Salizyl- und ahnliche Verbindungen, Muskel entspannende 
Medikamente, auch werden Novokain oder Chlorethylbehandlung fiir schmerzende 
Stellen mit Fernwirkung angewendet. Die Gemiitsverfassung spielt ebenfalls eine Rolle 
in der Vorbereitung fiir allgemeine Muskelschmerzen und wird unter dem Titel des 
sogenannten “ psychischen Rheumatismus ” behandelt werden. 


Patienten, die haufig unter solchen ‘ rheumatischen’”’ Muskelschmerzen leiden, 
sollten Vorbeugungsmassnahmen treffen. Sie sollten sich vor Kaltwerden und 
Uberanstrengung hiiten, in kalter Jahreszeit warm kleiden, bei Hitze nach Méglichkeit 
plétzliches Prespirieren vermeiden. Auch Aufregungen sollten verhiitet werden. 


GICHTAHNLICHE ERKRANKUNG UND SCHLEIMBEUTELENTZUNDUNG 


Gewebeerkrankungen in der Umgebung von Gelenken umfassen die verschiedenen 
Arten von gichtaéhnlichen Stérungen und Schleimbeutelentziindungen. Obgleich das 
Wort Entziindung eine erklarende Beschreibung der Krankheit ist, beruhen diese Schmerzen 
haufiger auf Degenerationserscheinungen, die sehr wohl eine Entziindung in einem friiher 
erkrankten Schleimbeutel verursachen kénnen. 

Periarthritis greift die nahe am Gelenk liegenden Teile an, wie Gelenkkapseln und 
Muskeln und wird am haufigsten in den grossen Gelenken beobachtet, in Hiiften und 
Schultern. Die ersten Anzeichen sind Schmerzen und Hinderung der Gelenksbewegung, 
obgleich die Gelenke nicht angegriffen zu sein brauchen. Wie erwahnt, ist der Schmerz 
der Beginn dieses Vorganges und hat eine primdre oder iibertragene Ursache. Leber- 
oder Gallenerkrankungen rufen Symptome in der rechten Schulter hervor, Herzmuskeler- 
krankungen verursachen Schmerzen in der linken Schulter. Versteifung oder Band- 
scheibenschaden in der Halswirbelsiule k6nnen schmerzhaft auf beide Schultern wirken. 
Lumbar- oder Beckenpathologie machen sich in den Hiiften bemerkbar, u.s.w. Um 
noch einmal zu wiederholen, der Schmerz scheint als Schutzmassnahme den Muskelkrampf 
hervorzurufen, der dann spiater zur Versteifung des Gelenkes fiihrt. 

Schleimbeutelentziindung kann sowohl in den oberflachlich gelegenen, wie am 
Ellbogen oder Knie, oder den tieferliegenden, wie an der Schulter oder in der Hiifte 
vorkommen. Manchmal wird auch eine Verkalkung im Schleimbeutel gefunden. Wenn 
man in Betracht zieht, dass es mehrere Monate dauert, bis sich eine solche Verkalkung 
bildet, kann man diese nicht direkt fiir die akuten Schmerzen und die Bewegungsbehinderung 
verantwortlich machen. Vielmehr mag die Reaktion in den Bindegeweben um die 
Kalkablagerung ein der Periarthritis 4hnliches Krankheitsbild geben. 

In der Behandlung der Periarthritis ist es vor allem notwendig, die dauernden Schmerzen 
durch entsprechende Drogen zu stillen, auch Injektionen von Novokain, Hydrocortison 
werden nahe an den Gelenken gegeben. Oberflachen-Warmebehandlung, an die man 
langsam steigernde aktive Ubungen anschliesst, werden verabfolgt. Wenn bereits 
Verwachsungen vorhanden sind, ist R6ntgenbestrahlung zu empfehlen. Die Entziindung 
der oberflichlich gelegenen Schleimbeutel wird durch Ruhigstellen, Warmebehandlung 
oder auch durch Punktieren erfolgreich behandelt. 


Wenn die tief gelegenen Schleimbeutel entziindet sind, miissen die entsprechenden 
Gelenke ruhig gestellt werden. Schmerzstillende Medikamente sollten uneingeschrankt 
verabreicht werden. Abziechung der Fliissigkeit zur Beseitigung etwaiger Kalkablagerungen 
und R6ntgenbestrahlung sollten in Erwagung gezogen werden. 


MUSKELRHEUMATISMUS, NAHE AN NERVEN 


Grosse Widerspriiche bestehen itiber die Ursache von Nervenentziindungen wie in 
Brachialis oder in Ischias. Liegt diesen Erscheinungen ein Muskelrheumatismus dicht 
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bei den Nervenbahnen zugrunde? Um den Ursprung der Schmerzen festzustellen, erhebt 
sich die Frage, ob diese nicht am haufigsten durch Schiefhals und Lumbago verursacht 
werden. Oder liegt der Grund in einer Wirbelsdulenpathologie, vielleicht sind die Schmerzen 
auf primaren “ Muskelrheumatismus ” zuriickzufiihren, oder aber sind Haltungsfehler, 
Stérung innerer Organe oder andere Ursachen, wie bereits friiher erwahnt, Schuld daran? 

Jedenfalls wurde einwandfrei festgestellt, dass Ischiasschmerzen, die durch langen 
Aufenthalt in grosser Kalte entstanden sind, dieselben Symptome wie von Nervendruck 
aufweisen, die durch Bandscheibenquetschung in der Gegend der Lendenwirbelsdule 
oder im Kreuzbein entstanden sind. Es lasst sich nur damit erklaren, dass sich beide 
Vorgange sehr nahe an der Nervenbahn abspielen und daher die gleichen Schmerzen 
auslésen. Es wurde wiederholt bewiesen, dass Schmerzen wie beieiner Nervenentziindung 
empfunden werden kénnen, ohne dass Wirbelveranderungen oder Bandscheibenschaden 
vorhanden sind. Ohne noch weiter auf genauere Einzelheiten tiber Schiefhals- und 
Riickenschmerzen einzugehen, von denen die Mehrzahl mit Wirbelsdulenpathologie 
erklart wird, muss nochmals betont werden, dass hier dieselben Schmerzen entstehen 
kénnen, ohne eine Wirbelknochenpathologie aufzuweisen. 

Wenn es sich um Faille handelt, die lange der Kalte ausgesetzt waren oder die wahrend 
der Berufsausiibung grosse K6rperanstrengungen verrichten mussten, fallt es schwer, 
solche akuten Schmerzen auf eine Wirbelveranderung zu schieben. Wohl mag ein 
indirekter Zusammenhang mit dem Knochengeriist bestehen, wo es sich um Haltungsfehler 
handelt, wie bei ungleicher Beinlange, schlechter Gewichtsverteilung infolge von Plattfiissen, 
Hohlkreuz bei Fettsucht oder schwachen Bauchmuskeln, aber selbst in diesen Fallen 
erscheint es weit hergeholt, die Wirbelsaule als die Schmerzursache zu bezeichnen. Jahre- 
lang médgen solche Symptome unbemerkt vorhanden gewesen sein, einschliesslich 
Wirbelsdulenveranderungen, bis sie plétzlich akute Schmerzen verursachen, und bei 
der Untersuchung muss man die offensichtlichen Griinde gegeniiber den mehr verschleierten 
wohl abzuwagen wissen. 

Die Behandlung solcher Falle kann hier wegen Mangel an Platz nich erértert werden. 
Im Zustand akuter Schmerzen sind Bettruhe und schmerzstillende Medikamente angeraten. 
Oberflachliche Warmebehandlung wird meistens als angenehm empfunden, wahrend 
Elektrotherapie und aktive Ubungen erst spater unter Fachleitung gegeben werden sollten. 
Zugtherapie und Stillegen ist in anderen Fallen angebracht. 


ANDERE ARTEN DES MUSKELRHEUMATISMUS 


Wenn es sich um Erkrankungen von Sehnen und Sehnenscheiden handelt, werden 
diese mit verschiedenen Namen bezeichnet, wie Sehnenentziindung, Sehnenscheide- 
entziindung oder Sehnen-Gelenkschmierereizung in einfacher oder komplizierter Form, 
und auch diese gehéren zur Gruppe des Muskelrheumatismus. Die Bewegung solcher 
Sehnen verursacht Schmerzen und beruht oft auf tuberkuléser Grundlage, chronisch 
entziindlichem Rheumatismus oder ahnlichen Erkrankungen, oder ist nurein Muskelkater 
nach Uberanstrengung. Vermutlich ist das knackende Gerdusch von Fingergelenken 
durch Verdickung der Sehnenscheiden bedingt. Eine dauernde Beanspruchung bestimmter 
Muskeln im Beruf kann spater zu Sehnenveranderungen fiihren. Auch diese gehdren 
unter diese Gruppe mit den gleichen oder ahnlichen Schmerzsymptomen, denen weder 
entziindliche noch mechanische Ursachen zu Grunde liegen. 

Fiir diese letzteren Falle empfiehlt sich lokale Hydrocortison Injektion, Schienenver- 
band und milde Warmebehandlung. In chronischen Fallen wird R6ntgenbestrahlung 
angewendet und wenn diese erfolglos bleibt, mag ein chirurgischer Eingriff notwendig 
sein. 

Wenn schon “ Rheumatismus” als eine Fehlbezeichnung betrachtet wird, dann 
muss der Name “ psychisch bedingter Rheumatismus” noch verkehrter erscheinen. 
Dieser Name deutet an, dass psychische Stérungen zu Rheumatismus fiihren k6nnen, 
was mit Nachdruck abgelehnt werden muss. Aufregungen, wie jede andere organische 
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Uberanstrengung, kénnen zu Gewebeveranderungen mit beitragen, es ist aber wahrschein- 
licher, dass der nervés erregte Mensch seinen inneren Konflikt auf irgend einen K6rperteil 
iibertragt und gewéhnlich auf einen bereits durch friihere Krankheit geschwachten Teil 
(nach dem Prinzip des geringsten Widerstandes) oder auch auf einen K6rperteil, der in 
engem Zusammenhang mit dem seelischen Konflikt steht. Patienten mit sexuellen 
Stérungen klagen oft iiber Riickenschmerzen, andere leiden unter Muskelspannungen in 
anderen Gegenden, die aber auch psychisch mit ihrer Erregung verbunden sind. Man 
darf auch nicht vergessen, dass Gemiitserregungen die Schmerzempfindlichkeit erhdht. 
Unter normalen Umstanden wiirde man geringere Schmerzen kaum beachten, aber in 
der Aufregung verschiarfen sich solche Symptome. Auch die K6érperhaltung dndert sich 
bei Kummer oder Trauer. Die gebiickte und zusammengesunkene Haltung eines depri- 
mierten Menschen ist allgemein bekannt und mag nicht nur die Wirbelsdule ungiinstig 
beeinflussen, sondern auch nachteilig fiir die Bauchorgane sein. 


INCIDENCES MEDICO-SOCIALES DES MALADIES 
RHUMATISMALES 
R.-M. SICHERE et Y. DULAC 


DEUS plusieurs années déja, les Assurances Sociales, puis la Sécurité Sociale, ont 

révélé l’importance sociale des maladies rhumatismales et la charge financiére 
qu’elles entrainent pour la collectivité. Cette charge devient actuellement de plus 
en plus lourde, la morbidité rhumatismale est de 26 pour cent, elle vient en second 
apres les maladies mentales. Maladie sociale au méme titre que la tuberculose, le 
rhumatisme étant une affection durable, invalidante et douloureuse, retentit profondé- 
ment sur l’individu. 


Quelques chiffres vont nous permettre de situer l’importance du rhumatisme. 

Les statistiques des différents pays donnent un pourcentage d’invalidité variant de 
10 pour cent 4 12 pour cent. Allemagne : 11 pour cent, USA : 12 pour cent, France: 
12,7 pour cent. Il y a d’autre part 8 pour cent d’arréts de travail et 10 pour cent des 
journées d’hospitalisation qui sont dus aux rhumatismes. Le coit actuel du 
rhumatisme en France est de 30 milliards, 4 raison de 3 milliards pour la seule région 
parisienne, se répartissant ainsi : 

432 millions pour les Assurances Maladies; 

511 millions pour I’Invalidité; 

1 milliard 351.000 pour l’Hospitalisation; 

21 millions pour le Thermalisme. 


Ces chiffres correspondent uniquement aux prestations versées, sans compter 
les frais pharmaceutiques et médicaux. Or il ne faut pas négliger l’importance de 
ces frais, en particulier avec les traitements modernes. Par exemple une P.C.E. 
traitée par les sels d’or revient 4 30.000 francs, alors que traitée par les hormones, 
elle revient 4 280.000 francs par an. Qu’il suffise d’autre part de rappeler qu’un simple 
bilan biologique coiite 4 la Sécurité Sociale de 5.000 4 7.000 francs, qu’un examen 
radiologique dépasse rapidement 10.000 francs, que tout traitement physio-thérapique 
est onéreux. Ainsi rapidement on arrive a des chiffres élevés pour des affections 
banales. Une coxarthrite cofite en moyenne, par an, 286.481 frs. Une algie lombo- 
sacrée, 354.911 frs, une lombalgie, 110.361 francs, une cure thermale cofite au 
minimum de 50.000 4 55.000 francs a Aix-les-Bains. 


Ces quelques chiffres expliquent importance des charges, qui iront d’ailleurs 


en augmentant, au fur et 4 mesure que se généraliseront les procédés modernes 
d’étude, de diagnostic et de traitement. 
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Quoique cofiteux, ces procédés modernes, s’ils sont utilisés judicieusement 
peuvent permettre une récupération plus rapide qui justifie leur emploi. 


COMMENT EST CONSTITUEE CETTE CHARGE SOCIALE DU RHUMATISME? 

Elle est définie et conditionnée par son incidence médicale, dont trois points 
essentiels lui conférent une individualité. 

1° Le rhumatisme est une affection invalidante 4 longue évolution, qui n’est 
pas mortelle, ou de fagon exceptionnelle. Seul le rhumatisme articulaire aigu lest 
quelquefois dans ses formes graves, évolutives, pancarditiques, actuellement d’ailleurs 
presque exceptionnelles depuis l’existence du traitement hormonal. C’est la une 
des raisons de l’augmentation du pourcentage de la morbidité rhumatismale avec 
Page. 

. 2° Le rhumatisme évolue par poussées, ce qui nécessite au cours de chacune 
d’elles, un nouveau bilan médical, au besoin une hospitalisation et une revaluation 
de l’incapacité fonctionnelle. Par cette aggravation périodique, le génie évolutif du 
rhumatisme se rapproche de celui de la tuberculose. L’une comme l’autre, ces 
deux affections sont durables, vont marquer toute la vie d’un individu, imposant une 
hygiéne de vie et une surveillance médicale constante. 

3° Il existe cependant dans le rhumatisme deux éléments supplémentaires, la 
douleur et l’impotence, éléments qui vont contribuer 4 créer chez le malade un 
climat psychologique bien spécial et différent de celui d’un tuberculeux, c’est 1a le 
troisiéme aspect médical du rhumatisme. 


Sur le plan des charges sociales, les maladies rhumatismales peuvent se diviser 
en deux types. 

— Le premier comprend les affections souvent trés douloureuses, mais en régle 
générale guérissables et compatibles avec une reprise de l’activité normale, tel le 
lumbago, la sciatique, la névralgie cervico-brachiale, la périarthrite scapulo-humérale. 
Elles ne chargent le budget de la Sécurité Sociale que par leur fréquence, leur multi- 
plicité qui est extréme. Elles posent rarement le probléme d’une réadaption ou d’une 
invalidité. Ces affections sont couvertes par l’Assurance Maladie au méme titre 
qu’une maladie infectieuse aigué. Tout au plus, s'il s’agit d’affections d’origine 
professionnelle, un changement de poste peut étre envisagé par le médecin d’entreprise. 


— Le second groupe, ce sont des formes cliniques variées dominées par une 
tendance inéluctable vers la chronicité ou les rechutes et surtout des séquelles susceptibles 
d’émailler leur évolution. Parmi elles s’inscrit le R.A.A., avec ses séquelles cardiaques, 
mais surtout les éléments cliniques, les uns évolutifs inflammatoires comme la poly- 
arthrite chronique évolutive et la spondylarthrite ankylosante, dominées par les 
atteintes articulaires, souvent irréversibles et irréductibles, les autres comme le rhuma- 
tisme dégénératif, essentiellement maladie d’usure, de survenue certes plus tardive, 
mais progressivement de plus en plus douloureuse et invalidante. Dans ces affections, 
le probléme posé est celui de la réadaptation du sujet, de sa réintégration dans la 
société. 

QUELLE EST LA PROPORTION D’INVALIDITE DANS LE RHUMATISME? 


En 1951, 1952, sur 40.000 malades entrant dans l’invalidité, il y en a 6 pour cent 
qui entrent pour rhumatisme. C’est une proportion qui certes ne semble pas élevée, 
mais parmi ces 6 pour cent, 20 malades seulement en sortent guéris et 500 passent 
4 linvalidité vieillesse. On voit ainsi que si le nombre de rhumatisants entrant dans 
linvalidité est inférieur 4 celui de certains groupes de sujets atteints d’autres maladies 
sociales, il gagne une place importante par la suite, compte tenu de son évolution 
chronique, de la rareté de la guérison ou de la mort. Toute la charge sociale du 
rhumatisme se situe ici, dans l’invalidité qu’il entraine, invalidité d’autant plus 
lourde qu’elle frappe souvent des sujets jeunes. 
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Sans limiter la lutte contre le rhumatisme 4 celle posée par l’invalidité, celle-ci 
n’en représente pas moins une de ses composantes essentielles. 


Elle doit commencer trés t6t, 4 ’hépital méme, dés le diagnostic posé et le 
traitement établi. La mécano-thérapie en est le meilleur traitement préventif, c’est 
elle qui pourra limiter au maximum les atteintes fonctionnelles. 


L’affection stabilisée, le malade sera envoyé dans un centre de rééducation, 
qui se proposera, par un travail musculaire et articulaire adapté, de redonner une 
capacité fonctionnelle maximum. 


On congoit aisément que si l’on envoie par inadvertance ces malades dans un 
centre de repos, l’inoccupation physique et morale ne fera que les desservir, toute 
immobilisation ne faisant que favoriser l’ankylose, le désoeuvrement pouvant installer 
dangereusement le malade dans un climat de passivité qui favorise la reprise évolutive 
de la maladie. Chez un malade qui garde, malgré le traitement et la rééducation 
une incapacité notable, c’est d’emblée que se pose la question de sa réadaption et 
de son reclassement, probléme délicat, difficile, qui est celui de tous les diminués 
physiques. 

Chaque pays propose des solutions différentes: 


— En Angleterre par exemple, un certain nombre d’emplois leur sont réservés. 
Cette formule a l’inconvénient de discréditer le métier et de créer une discrimination 
préjudiciable moralement et psychologiquement au méme titre que celui qui consiste 
a grouper les diminués physiques dans des ateliers spéciaux. 


— En Allemagne, la législation impose pour tout établissement un contingent 
de 8 4 10 pour cent de diminués physiques laissant libre l’°employeur de leur trouver 
un poste. 


— Aux U.S.A., une simple propagande, faite pour l’embauche des diminués 
physiques a permis en 1951 750.000 placements. Ce fait a l’avantage de montrer 
que peut-étre une politique de reclassement est préférable 4 une législation rigide 
qu’il est toujours facile de contourner dans le concret. 


— Dans l'état actuel des choses, il ne faut pas nier qu’en France, le reclassement 
est difficile, et ceci pour différentes raisons. | D’abord le pourcentage de malades 
que l’on peut réellement reclasser est assez réduit: 70 pour cent des rhumatismes 
surviennent aprés quarante ans, or le reclassement est difficile 4 cet A4ge. Chez les 
malades plus jeunes, la reprise évolutive et l’inaptitude définitive peuvent toujours 
entraver considérablement tout reclassement professionnel. 


On sait d’autre part la difficulté 4 trouver un poste et la lenteur administrative 
pour l’obtenir. La longueur de ces formalités est 4 la fois onéreuse pour les caisses 
et dramatique pour le malade. 


Enfin les centres de rééducation ne sont pas suffisamment développés pour permet- 
tre 4 tous les malades le maximum de chances de reclassement. 


Il faut souligner a ce sujet les efforts faits au cours de ces derniéres années pour 
lutter contre le rhumatisme. 


— Développement des consultations spécialisées, des centre de physiothérapie 
et d’hydrothérapie. 

— Création de centres d’orientation professionnelle et d’emploi de déficients, 
de centres d’entr’aide artisanale pour les rhumatisants jeunes invalides, de maisons 
d’hébergement ou de centres d’accueil pour invalides 4gés. 


Citons a titre d’exemple la consultation de réadaptation d’un centre rhuma- 
tologique ot sont groupés médecins du travail, psychotechniciens, assistantes sociales 
du service de reclassement professionnel du travail, assistantes sociales du centre et 
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médecins rhumatologues. Ce groupement permet évidemment le maximum de 
coordination. 


Sur le plan scientifique, l’existence de la chaire de rhumatologie, de la Ligue 
contre le Rhumatisme, de revues spécialisées, assure un enseignement technique 
formant chaque année un nombre de médecins plus aptes 4 mieux comprendre et 
de ce fait 4 mieux lutter contre le rhumatisme. 


La reconnaissance récente de la compétence rhumatologique vient confirmer 
Yimportance que l’on accorde actuellement au rhumatisme et donner une arme 
efficace a cette lutte. 


Si tel est schématiquement l’aspect collectif des problémes posés par le rhuma- 
tisme, il en est un qu’il ne faut pas négliger, qui semble méme primordial 4 nos 
yeux, c’est la connaissance du retentissement psychologique particulier a cette affection 
lié 4 la triade: impotence, douleur, durée. 


Sa connaissance est capitale pour I’assistante sociale, si elle veut intervenir de 
facgon efficace. Il n’est pas de bon traitement ni de réadaptation possible si cet 
aspect est méconnu. 


Les auteurs américains ont montré l’importance de !’élément psychique dans 
la forme la plus grave du rhumatisme: la P.C.E., et ont insisté sur le réle du phé- 
noméne émotionnel qui existe dans ces états, l’impression d’insécurité, d’instabilité, 
vaso-motrice et psychique, dans nombre de cas méme, on a noté leur réle déclenchant. 


Ceci montre I’existence d’un terrain psychologique assez spécial, qui de lui-méme 
va se compléter par l’expérience de la douleur. Si certains malades, d’un psychisme 
fruste, restent peu marqués par cette expérience, d’autres au contraire, se sensibilisent 
4 la douleur, et la moindre douleur devient intolérable par la seule représentation 
qu’ils s’en font. Cette occupation du psychisme par la douleur inhibe toute vitalité 
et fait perdre le goat de l’effort, le malade s’installe dans son égocentrisme et sa maladie, 
il attend davantage de la collectivité que de lui-méme, c’est déja l’amorce d’une attitude 
revendicatrice. Or, qu’on le veuille ou non, le systéme de prise en charge par la 
collectivité, aussi indispensable soit-il, modifie l’optique de cet effort dont le malade 
doit lui-méme comprendre la nécessité. Il s’agit certes de malade fragile, chez lequel 
un équilibre affectif, une confiance dans le médecin, une compréhension de l’entourage, 
sont indispensables. 


C’est dire dés maintenant l’importance du cadre familial et professionnel qui, 
chez ces malades, interfére parfois d’une fagon profonde sur l’évolution méme de la 
maladie. 


La connaissance de ce “‘ contexte ” est indispensable pour obtenir la coopération 
du malade, pour commencer tét une préparation psychologique qui doit faire renaitre 
chez lui le goat de l’effort et d’un retour 4 une vie normale. 


Cet aspect humain et individuel ne doit pas étre méconnu, mais patiemment 
écouté, mesuré, par l’assistante sociale et le médecin. 


Arrivé a des stades évolutifs comparables d’une méme maladie, ne voit-on pas, 
les uns continuer a travailler courageusement, les autres prolonger indéfiniment leur 
arrét de travail, s’estimant incapables du moindre effort? 

Ceci montre qu’il faut poursuivre les efforts faits dernigrement pour développer 
les organismes techniques visant au dépistage et a la rééducation du rhumatisme, il 
importe de ne jamais négliger la personnalité méme du malade, sous peine de rendre 
infructueux tous les efforts faits par la collectivité. 

(Réproduit avec l’autorisation de la Revue de I’ Infirmiére et de I’ Assistante Sociale). 
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Impressions of a Visit to Latin America 
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FRANCES S. BECK 


Aso 


EFORE attempting to describe some of the highlights of this visit I would first 

like to express my thanks for the wonderful hospitality given me so unstintingly 
in every country I visited. It is indeed difficult to find words to describe the warmth 
of the welcome and the help and attention I received throughout my stay. I would 
also like to express my thanks to the consultants of the Pan American Sanitary 
Bureau/World Health Organization (PASB/WHO), and of the International Co- 
operation Administration (ICA), otherwise referred to as the Servicio Cooperativo 
Interamericano, for their most valuable help. Let me sum up my thanks to all by 
saying simply and sincerely ‘“‘ Muchisimas gracias ”’. 

For those who are interested in figures I have summed up the visit briefly by 
noting the number and type of institutions visited and the number and type of other 
official visits made. These are shown on the opposite page together with a map 
showing in green the countries visited from October, 1958 to January, 1959. 


Before recording some of the impressions of individual countries I would like 
to mention two of the problems which struck me forcibly, one concerned with the 
organization of a professional association, the other a problem of nursing service. 


For those of us who are accustomed to comparatively small countries it is difficult 


Reuniones con Mice 


ARGENTINA. 


ropulation: 15,055,/389 


to appreciate the problems of creating a truly national organization. This difficulty 
arises from problems of distance and communication and hence of co-ordination 
of activities. It is also underlined by the shortage of nurses, which results in some 
nurses being scattered in small isolated groups. 


Secondly, when we read statistics on professional nurses we are struck by the 
shortage of nurses in relation to the population. We must, however, bear in mind 
that in most countries in Latin America auxiliary personnel are widely used. It is, 
therefore, important to define in a practical manner, relative to the present resources 
of the country, the diverse tasks of the different categories of personnel who care for 
patients in hospitals and in the public health services. 


CUBA 


It was fortunate that my visit was arranged in the autumn of 1958 when conditions 
in Havana were peaceful. I would like to express to our colleagues in Cuba the 
hope that their future will be blessed with peace so that reconstruction and new plans 
may be carried out in all aspects of the country’s life. 


In spite of the difficulties of the last few years the impression created by Havana 
was one of rapid expansion. The city appears to be spreading, both outward and 
upward, with great rapidity. It was encouraging to see that, in this period of develop- 
ment, new hospitals figured prominently. I visited three new hospitals, the “‘ Hospital 
Mercedes” and its School of Nursing, the Hospital of the National Organization 
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for Rehabilitiation and the Hospital Municipal Clinico Quirurgico Mercedes del 
Puerto. Each building is based on a modern conception of hospital architecture 
and contains the newest equipment. New hospitals call for more nurses, for admin- 
istrators and supervisors, and so it is to be hoped that shortly, with the assistance of 
scholarships, more nurses will be preparing themselves to fill the new positions created 
by expansion. It is also to be hoped that, in the not too far distant future, an institu- 
tion for post-basic nursing education will be considered. 


MEXICO 

In a visit lasting ten days in a country this size one must admit that one could 
only begin to be introduced to Mexico and that, generally speaking, impressions 
were derived from Mexico City. I retain a vivid impression of the size of the city 
as I saw it from the air. It is extensive yet compact, with clearly marked wide avenues 
crossing it in several directions. Mexico City is certainly a vital and virile capital, 
with a drive and energy pushing forward into the future, yet constantly reminding, 
one of the past and the heritage of the city. For example, the new buildings of the 
University, monolithic and colourful, recall the Aztec inheritance of the people, and 
so also do the murals which are appearing in the new hospital buildings. I was 
fortunate enough to see the famous Mexican artist, David Alpeno Siqueiros, at work 
on a splendid mural in one of these buildings. 


Perhaps the new medical centre, grandly and boldly conceived, sums up the 
spirit of the country. Here will one day stand as fine a centre devoted to the medical 
sciences as any in the world. It will include, for example, a general medical and surgical 
block, a nutrition institute and school of nursing, a cancer institute, a neurology 
block and a building containing auditoria which will provide a congress building 
as well as facilities for various national organizations. I say “* boldly conceived ” 
because to the lay-man the peculiar problems of construction in Mexico City seem 
entirely fantastic and would surely daunt any but the most audacious engineers. 
The nurses whom I met share the same vital drive towards the future and the new 
medical centre will include buildings devoted to nursing education. 


Planning for the future was also evident in the various departments attached to 
the Ministry of Health. I would indeed have liked to have gone out into the field 
with the nurses working in the Direction of Experimental Studies and in the Direction 
of Rural Social Welfare. The fact that a survey of needs and resources in nursing 
is to be made (the leadership in this respect coming from the National Nurses’ 
Association) promises well for the future. The scientific approach already evident 
in the planning and administration of the new maternity hospital “* Arturo Mundet”’ 
gives every promise that the nurses are well able to plan and organize according to 
sound administrative principles. 

I was able to obtain a brief glimpse of life outside the capital when I visited a 
well-organized health centre. I was also able to enjoy some novel recreation on 
the same day when we visited the unique “ Floating Gardens ” at Xochimilco. 

I am well aware that the country is large and that the problems of health are 
great and that the number of nurses is all too small. It is my hope, however, that, 
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given adequate numbers of recruits into nursing (and the Association is to be con- 
gratulated on the film it has made for recruitment purposes) combined with the leader- 
ship now evident in the capital, the nurses will find the energy and courage to 
approach and to solve their problems on a national scale. 


PANAMA 

The journey from Mexico City to Panama deserves mention because it enabled 
me to catch a glimpse of the various Republics of Central America—and how beautiful 
these are with their green hills, lovely volcanoes and lakes. Let us hope that one day 
the International Council of Nurses will develop a closer acquaintance with these 
lands. 

Panama City is colourful and vital and a meeting place for the routes of the 
world. How green is the vegetation, how vivid the “ Flame of the Forest ” and how 
apt is the name for this beautiful tree. Having already been acquainted with a 
Caribbean country I felt very much at home in this land, one of whose shores borders 
the Caribbean. I believe this feeling of being at home was exemplified for the nurses 
of Panama (as it was for me), in the rapidity with which we became one and shared 
and discussed the problems of nursing in the particular guise that they take in this 
country. I feel that my confidence for the future development of nursing in Panama, 
in spite of the many difficulties and problems confronting the nurses, is founded on 
the maturity of the approach of the nurses to their problems. 

Basic nursing education, with the assistance of the Servicio Cooperativo 
Interamericano, is being soundly established and plans for the future, which include 
post-basic education, are encouraging. I appreciated being able to see a rural health 
centre and the Tuberculosis Hospital, Nicolas A. Solano, and the psychiatric hospital 
where most courageous work in in-service education is now being done amid very 
poor physical facilities. The pioneers in this field of nursing are indeed to be 
congratulated. 

It was a pleasure to address the very well attended General Assembly, as it was 
also to meet students of the School of Nursing of the Hospital Santo Tomas, who 
provided some charming entertainment. 


VENEZUELA 


How impossible it is to achieve an adequate impression of this vast country in 
afew days! I felt I had visited at least three countries—one exemplified by Caracas 
(expanding so rapidly in extent, in buildings and population, that the pace is breathtak- 
ing)—one exemplified by the rural health centre at Guigui and the health centre in the 
town of Valencia (doubtless more typical than Caracas of at least the north of the 
country, if not of the llanos and the highlands)—the third exemplified by Maracaibo 
and the oil fields, which form a world of their own. 

I do not think it is possible at the moment to think and plan for this country 
on a national scale in regard to professional nursing and the Association of Profes- 
sional Nurses. As in other large and expanding countries of Latin America, there 
are immense problems of organization, contact, communication and co-ordination. 
It remains for the future to determine whether in such countries it is possible to create 
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unity out of diversity. For the future, one dreams in terms of state or provincial 
organizations, with full time executive secretaries. Perhaps such amenities will 
develop, for it is only by such means that a truly national organization can be made. 


The fact that Venezuela can boast one of the finest buildings, if not the finest in 
Latin America, in which a school of nursing is housed, augurs well for the future. 
This fine school will help to attract students and will add to the status of the profession. 
It was also encouraging to see health centres devoted to the workers of the oil fields 
of the Gulf of Maracaibo, the source of the life blood of the country. These set an 
example in preventive medicine, which in due course the rest of the country may 
emulate. 


COLOMBIA 


Can a greater contrast be imagined between the valley in which Caracas lies, 
the humid, steaming lowlands of Maracaibo and the Sierras of Bogota, situated at 
about 7,800 feet above sea level? How attentive were the Colombians to my every 
need, how concerned less altitude should overcome me and how hospitable was the 
Cruz Roja Colombiana. Bogota seemed unique, and yet to have an indefinable 
European air. In this city it was my privilege to meet His Eminence the Cardinal, 
and I was grateful and honoured that His Eminence should receive me. Here too, 
I made my first television programme from the television studio, and I felt it was 
indeed a pleasure to speak thus to the people of the country. 


Colombia shares the problems of her neighbour in her need for professional 
nurses and for trained auxiliary personnel. There are, however, two encouraging 
developments. First, in the University of Bogota is a School of Nursing which is an 
integral part of the University and which has its own Dean of Nursing. Secondly, 
plans are going forward for the preparation of auxiliary personnel, and the future of 
this branch of nursing should therefore develop smoothly. It is to be regretted that 
I was not able to visit Cali and other centres of nursing education. It was, how- 
ever, possible to become a little acquainted in the capital with the aspirations for the 
future of nursing and with those who work in nursing service and nursing education 
and also in voluntary capacities, to advance the practice of nursing. 


ECUADOR 


A comparatively skort flight across wonderful mountain country brought me 
to Quito, which lies at approximately 9,000 feet above sea level. This charming 
country is sometimes described as the land of the eternal spring, and here I enjoyed 
clear skies, sunshine and a refreshing coolness. A few days later an even shorter 
flight brought me from Quito to the tropical city of Guayaquil, where the river 
Guayas flows into the Pacific Ocean and provides a background for an animated 
scene of river life. 


Undoubtedly the highlight of this visit was the fact that at this time the nurses 
of Ecuador, after much work and preparation, created the National Association of 
Nurses of Ecuador at the General Assembly, held in Quito, and attended by delegates 
from Guayaquil. It was indeed a privilege and a pleasure to share their triumph, 
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and it was impressive to watch the four nurses from the International Agencies 
(PASB/WHO and ICA), who are working in the country, assisting with the election 
of officers, after the meeting had carefully studied the statutes of its new organization. 
When later I visited Guayaquil it was not, therefore, as a stranger that I went to 
discuss the work of the branch of the National Association and its co-ordination 
with this organization. 


It was of great value and interest to me to visit towns outside the capital and the 
busy town of Guayaquil. I was, therefore, delighted to visit Cayambe, Otavalo 
and Ibarra, and I was charmed by the courtesy of all who contributed to this part of 
my programme. I visited a hospital in each of these towns and the Health Centre 
at Ibarra. For the visitor to any country the very fact of travelling through the 
countryside is of value because it gives an impression of the life of the country, which 
supplements and balances the impression gained in the larger cities. 


In Quito I was also privileged to meet His Eminence, the Cardinal, and also to 
see one of the gems of ecclesiastical architecture for which Ecuador is famous, the 
Iglesia de la Compaiiia. 


Judging by the vitality and talent displayed by the students in the National School 
of Nursing during a concert which they so kindly and ably organized for me, the future 
of nursing in Ecuador is assured! 


PERU 


It is said that when Columbus was asked to describe Jamaica, that mountainous 
land of the Caribbean, he crushed in his hand a sheet of parchment and flung it on 
the table, in order to depict the mountain chains. I was reminded of this story when 
I flew along the coast between Guayaquil and Lima. Here the coast, south of the 
pure sand country around Talara, seemed to me to be made of bronze, this impression 
being created by the clear sunlight streaming down upon the barren ridges. Only 
here and there in the valleys, in the irrigated lands of the coast, irrigated since Inca 
days, were there patches of green. Could anything be more delightful than Lima, 
with its open spaces planted with trees, its wide streets, imposing monuments and 
charming suburbs, whose inhabitants seem to vie with each other to produce the most 
colourful flowers? It is said in Lima that if you thrust a stick in the ground and give 
it water it will flower. One should remember, however, that it never rains in this 
city, and it is difficult for someone who lives in temperate rainy Western Europe, to 
appreciate this fact and I wondered if one would long at times for rain. 


Psychiatric medicine and nursing have been the Cinderellas of medicine and 
nursing, and therefore I was glad to visit the spacious and carefully planned mental 
hospital, the Hospital Victor Larco Herrera. Here the buildings are pleasant and the 
new block modern and up-to-date. Peru is fortunate in possessing adequate conditions 
in a speciality which today is at last beginning to receive the attention it deserves. 


It is encouraging to see new buildings such as the magnificent Hospital de 
Empleados, but these underline the shortage of nurses, especially in countries where 
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the tradition of nursing is of more recent development than it is in Western Europe. 
It is to be hoped that the authorities will find it possible to found more schools of 
nursing in order to give Peru the number of professional nurses it requires. At the 
moment there are nine schools of nursing in the country, but these are all located in 
Lima, and thus there is a need to develop schools of nursing in other districts. It is 
fortunate, however, that the imperative need for post-basic education is recognized 
and that steps have been taken in this direction with the help of PASB/WHO. 


CHILE 


The southern half of this southern continent was enjoying summer, but Santiago 
was still cool and Valparaiso cooler. Here in Santiago as in other southern cities I 
encountered an appreciable European atmosphere. 

It was a pleasure to have an opportunity of visiting Valparaiso, as well as the 
capital city, and to visit the Carlos Van Buren School of Nursing, which is fortunate 
in being housed in such pleasant buildings. I also enjoyed visiting the School of 
Nursing of the University of Chile in Santiago. 

Nursing education in Chile is firmly established, and the requirements for admis- 
sion into schools of nursing are the same as for those professions which require a 
university preparation. Chilean nurses have been second to none in seeking post- 
basic education, both at home and abroad. It is to be regretted, therefore, that their 
economic return is not commensurate with their preparation. It is to be hoped that 
the efforts of nurses to bring about a change in this position will be rewarded. Chile 
has planned boldly along the lines of a National Health Service, and therefore needs 
her best nurses at home in order to develop the service to the full. 


ARGENTINA 


My stay in Chile was all too brief, and so too the flight over the beautiful stretches 
of the Andes, whose chains of mountains narrow southwards. Soon I was flying 
across gently undulating country to visit Buenos Aires. The courtesy and kindness 
of the British Hospital, whose guest I was, cannot be adequately described but will 
always be remembered. 

In 1956 the country suffered a serious epidemic of poliomyelitis and had to call 
upon many countries for both equipment and personnel. Today, work on rehabilita- 
tion and the care of patients with poliomyelitis continues, and consequently a reservoir 
of skill is being developed in this speciality. It was encouraging to see the zeal of the 
nurses in the two Centres I visited where patients who have suffered from this 
disease are treated. 

Argentina, as is well known, has experienced political difficulties which have 
left certain results behind, and these have their repercussions on nursing, as well as 
on many other aspects of life. The nurses of this country will need great foresight, 
unity and leadership in order to face their many problems, which include problems 
of recruitment, education, legislation and registration. It will be necessary in the 
future to develop post-basic nursing education, but it is to be hoped that until it is 
possible to provide post-basic courses some selected nurses will be able to profit 
from courses abroad. 
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We were not entirely immersed in problems and we were able to enjoy a delightful 
day exploring by launch the intricate waterways of the River Tigre. These are 
perhaps better perceived from the plane, as I later learnt, but are better enjoyed from 
the river. 


I was glad to make a visit, although it was all too brief, to Rosario, where, with 
the help of PASB/WHO consultants, a School of Nursing associated with the Univer- 
sity is being planned in a constructive and optimistic atmosphere. 


URUGUAY 


After leaving the airport at Buenos Aires and setting out over the Rio de la 
Plata, I found that I had hardly settled down in the plane when it was necessary for 
me to fasten my safety belt for the descent into Montevideo. The Rio de la Plata 
is immense when seen from its banks, but we had flown across, in a diagonal flight, 
in approximately forty minutes. In comparison to her neighbours in the north and 
south, Uruguay has the advantage of being a small country. This fact may make 
co-ordination within the National Nurses’ Association a less difficult problem than 
in other Latin American countries. It does not, however, mean that other nursing 
problems are more easily solved. Here, as elsewhere, there is a serious shortage of 
nurses, which is underlined by the fact that an immense new hospital has recently 
been constructed in Montevideo. Basic nursing education seems firmly established 
(although not without its problems), but with expansion in hospital and health services, 
there is much demand for administrators and supervisors and skilled bedside nurses 
and consequently for professional nurses adequately trained to assume such res- 
ponsibilities. It is to be hoped that one day, as a result of recruitment into nursing 
and post-basic as well as basic education, such needs may be met. 


Uruguay is conscious of itself as a nation. This fact was exemplified when I 
had an opportunity to be a guest of a Folklore Society for one day. I was entertained 
with charming courtesy to lunch and to a novel display of the skills of the gaucho 
and a display of songs and dances given by members of the society. Indeed this 
visit was a memorable occasion. 


Eighteen flights had been made, some 18,000 miles (a very approximate figure) 
had been travelled when I set out on the last stage of the journey which in due course 
would bring me to London. I said goodbye with regret to these sunny summer lands, 
with their charming hospitable people, their Spanish tongue and culture derived from 
Spain. Departure was softened by the fact that sometime, some of us would meet 
again somewhere in the international scene. Indeed some of my colleagues would 
be setting out before long to attend the Board Meeting of the ICN in Finland (taking 
the opportunity, it is to be hoped, of stopping in London on the way). We will 
not, therefore, call this ““ Goodbye ” but for the moment “ Au revoir”, until some of 
us at least are able to renew our contacts in the months and years to come. 
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Impresiones de una Visita a la America Latina 
OCTUBRE DE 1958 A ENERO DE 1959 


FRANCES S. BECK 


NTES de tratar de describir algunos de los acontecimientos sobresalientes de 

esta visita, desearia primeramente expresar mis agradecimientos por la cariiiosa 
hospitalidad que se me ha dispensado de manera tan amplia en todos los paises 
que he visitado. En efecto, es dificil hallar palabras adecuadas para describir tan 
caluroso recibimiento y la atencién y agasajo que he experimentado durante mi 
permanencia en dichos paises. Asimismo desearia expresar mis agradecimientos a 
los consultantes de Pan American Sanitary Bureau/World Health Organization 
(PASB/WHO) y de la International Co-operation Administration (ICA), por otra 
parte referido como el Servicio Cooperativo Interamericano, por su muy valiosa 
ayuda. Permitanme agradecerles a todos y decir simple y sinceramente “‘ Muchisimas 
gracias ”’. 


Para los que estan interesados en cifras, he hecho una corta resefia de la visita 
anotando el numero y la clase de instituciones que he visitado asi como el numero y 
la clase de otras visitas oficiales que he llevado a cabo. 


Antes de hacer constar algunas de las impresiones de paises individuales desearia 
manifestar dos de los problemas que mas me llamaron la atencion, uno se refiere a 
la organizaci6n de una asociacién profesional, el otro a un problema del servicio 
de enfermeria. 


Para algunos de nosotros que estamos acostumbrados a paises relativamente 
pequeiios, es dificil apreciar el problema de crear una organizacién verdaderamente 
nacional. Esta dificultad proviene de problemas de distancia y comunicaciones y 
por lo tanto de co-ordinacién de actividades. También se empeora por falta de 
enfermeras, lo que resulta que algunas enfermeras quedan esparcidas en pequefios 
grupos aislados. 


Segundo, cuando leemos las estadisticas sobre las enfermeras profesionales, 
nos damos buena cuenta de la escasez de enfermeras en relacién con la poblacioén. 
Sin embargo, debemos tener en cuenta que en la mayoria de los paises de la América 
latina, se emplea ampliamente el personal auxiliar. Es, por lo tanto, importante 
definir en forma practica, en relacién con los actuales recursos del pais, las distintas 
tareas de las diferentes categorias de personal que cuidan de los pacientes en los 
hospitales y en los servicios publicos de sanidad. 


CUBA 


Afortunadamente, mi visita se llev6 a cabo en el otofio de 1958, cuando las 
condiciones estaban tranquilas en la Habana. Desearia expresar a nuestros colegas 
en Cuba que tengan un porvenir de paz y bendicién para que pueda materializarse la 
reconstruccién y nuevos planes en todos los aspectos de la vida del pais. 


A pesar de las dificultades de los ultimos afios la impresion creada por la Habana 
fué una de rapida expansién. La ciudad parece que esta expansionandose por todas 
partes con gran rapidez. Era muy grato anotar que en este periodo de desarrollo, 
figuraron nuevos hospitales prominentemente. He visitado tres nuevos hospitales, el 
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‘“‘ Hospital Mercedes ” y su Escuela de Enfermeria, el Hospital de la Organizacién 
Nacional de Rehabilitacién y el Hospital Municipal Clinico Quirirgico Mercedes 
del Puerto. Cada edificio se basa en una clase moderna de arquitectura de hospital y 
contiene las instalaciones mas al dia. Los hospitales nuevos requieren mas enfermeras 
auyda para administradoras y supervisoras, y por lo tanto es de esperar que pronto, 
con la de las becas, mas enfermeras haran cursos especiales para poder Ilenar las 
nuevas posiciones creadas por esta expansién. También se aspira que en un futuro 
no muy lejano se considere una institucién para la educacién post-basica de enfermeria. 


MEXICO 


En una visita que apenas duré diez dias en un pais tan vasto, uno debe darse 
cuenta de que tnicamente se puede conocer a México en forma muy superficial y 
que, en palabras generales, las impresiones que he formado se basan en la Ciudad 
de México. Mantengo una viva idea del tamaiio de la ciudad segtin yo lo he visto 
desde el aire. Es extensa y a la vez compacta, con avenidas amplias y bien delineadas 
que atraviesan en diversas direcciones. La Ciudad de México es en verdad una capital 
vital y viril, con gran empuje y energia dirigido hacia el futuro y sin embargo 
recordando a uno constantemente su pasado y la herencia de la ciudad. Por ejemplo, 
los nuevos edificios de la Universidad, monoliticos y coloridos, hacen recordar la 
herencia azteca de los pueblos, asi como tambiém los murales que aparecen en los 
edificios del nuevo hospital. Tuve la suerte de ver al renombrado pintor mexicano 
don David Alpeno Siqueiros trabajando en uno de los espléndidos murales de estos 
edificios. 

Tal vez el nuevo centro de medicina, ingeniado con audacia y grandeza, interprete 
fielmente el espiritu del pais. Un dia aqui aparecera un centro consagrado a las 
ciencias de medicina que podra competir con cualquier otro del mundo. Por 
ejemplo, abarcara un edificio dedicada a la medicina general y quirurgica, un 
instituto para alimentos, una escuela de enfermeria, un instituto para el tratamiento 
del cancer, un departamento para la neurologia y un edificio que contenga un 
auditorio para proveer un edificio para congresos asi como también varias organi- 
zaciones nacionales. Digo “ ingeniado con audacia y grandeza”’ porque para el 
laico los problemas peculiares de construccién en la Ciudad de México parecen 
completamente fantasticos y por lo tanto desanimarian sino a los mas audaces 
ingenieros. Las enfermeras que conoci comparten el mismo empuje vital hacia el 
porvenir y el nuevo centro médico consistira de edificios sdlo para la educacién de 
enfermeria. 


Proyectos para el futuro eran evidentes en los diversos departamentos bajo 
el Ministerio de Sanidad. En efecto, me hubiese sido muy grato asociarme a las 
enfermeras que trabajan bajo la Direccién de Estudios Experimentales asi como 
bajo la Direccién Rural Social de Sanidad. El hecho de que se piensa hacer una 
inspeccién de las necesidades y recursos en la enfermeria (en este respecto bajo la 
direccién de la Asociacién Nacional de Enfermeras) promete mucho para el porvenir. 
Los pasos cientificos ya evidentes en el planeamiento y administracién del nuevo 
hospital de maternidad “‘ Arturo Mundet ” da toda promesa de que las enfermeras 
saben hacer planes y organizar conforme a buenos principios administrativos. 

Pude echar un vistazo sobre la vida fuera de la capital cuando visité un centro 
de sanidad bien organizado. También pude gozar de un original recreo en el mismo 
dia al visitar los singulares “ Jardines Flotantes”” de Xochimilco. 
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Me doy buena cuenta de que el pais es grande y que son muchos los problemas 
de salud y que el numero de enfermeras es demasiado bajo. Sin embargo, esper 
que, una vez que se consiga un numero adecuado de reclutas para la enfermeria, 
(y se debe felicitar a la Asociacién por la pelicula hecha en pro de reclutamiento) 
combinado con la direccién que ya es evidente en la capital, que las enfermeras 
tengan la energia y el valor para dar los pasos necesarios y resolver sus problemas 
en escala nacional. 


PANAMA 


Todas las estadisticas relacionadas con enfermeras son computadas. 


El viaje de la Ciudad de México a Panama es digno de menciénar porque me 
facilité6 echar un vistazo a las varias Republicas de Centro América—y que bellas 
son éstas con sus verdosas colinas hermosos volcanes y lagos. . Esperemos que 
algin dia el Consejo Internacional de Enfermeras pueda fomentar un conocimiento 
mas amplio de estas tierras. 


La Ciudad de Panama es colorida y vital y un lugar de reunién para las rutas 
mundiales. Que verde es la vegetacién, que viva la “ Llama de la selva” y que 
nombre mas adecuado para este hermoso arbol! Como ya he conocido los paises 
del Caribe, me encontré como en casa en esta tierra una de cuyas playas da al Mar 
Caribe. Creo que esta sensacién de sentirse en casa fué manifestada, para las enfer- 
meras de Panama (como para mi) en la prontitud en que nos reunimos compartiendo 
y discutiendo los problemas de la enfermeria en la forma especial de este pais. Creo 
que mi confianza para el futuro desarrollo de la enfermeria en Panama, a pesar de 
las muchas dificultades y problemas que se presentan a las enfermeras, se basa en 
la madurez con que ellas confrontan sus propios problemas. 


La educacién basica de enfermeria, con la ayuda del Servicio Co-operativo 
Interamericano, se va estableciendo con firmeza y los proyectos para el futuro, que 
incluyen la educacién post-basica, son muy alentadores. Pude apreciar el ver un 
centro rural de sanidad y el Hospital de Tuberculosis, Nicolas A. Solano, y el 
hospital de psiquiatria en donde se lleva a cabo trabajos de gran valor dentro del 
servicio de educacién entre muy pobres facilidades fisicas. Los precursores en este 
campo de enfermeria merecen ser felicitados. 


Fué un placer dirigirme a la muy concurrida Asamblea General asi como 
también encontrarme con los estudiantes de la Escuela de Enfermeria del Hospital 
Santo Tomas, los que presentaron bonitos espectaculos. 


VENEZUELA 


Es absolutamente imposible tener una impresiédn adecuada de este vasto pais 
en unos dias! Crei que habia visitado por lo menos tres paises, uno igual a Caracas 
(con una expansién tan rapida en magnitud, en edificios y poblacién, que al paso 
quita la respiracién)—uno igual al centro rural de sanidad en Guigui y al centro 
de sanidad en el pueblo de Valencia (sin duda alguna mas tipico que Caracas, por 
lo menos el norte del pais asi como también de los llanos y alturas)—el tercero como 
Maracaibo y los campos petroleros, que forman un mundo en si mismos. 


No creo que por el momento es posible pensar y hacer planes para este pais 
en escala nacional en lo que toca a la enfermeria profesional y a la Asociacién de 
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Enfermeras Profesionales. Como en otros grandes paises de expansién de la América 
Latina, existen inmensos problemas de organizacién, contacto, comunicacién y 
co-ordinacién. Le corresponde al porvenir determinar si en tales paises sera posible 
crear una unidad dentro de tal diversidad. Para el futuro uno suefia en términos de 
organizaciénes del estado o provinciales, con secretarios ejecutivos que consagren 
su tiempo a su trabajo. Puede que tales amenidades se desarrollen, porque ésta 
es la Unica manera de crear una verdadera organizacién nacional. 


El hecho de que Venezuela se vanagloria en tener uno de los mejores edificios, 
si no el mejor, de la América Latina, en el que se hospeda una escuela de enfermeria, 
es un buen augurio para el porvenir. Esta gran Escuela ha de ayudar en atraer 
estudientes y contribuir al estado de la profesi6n. También era alentador ver los 
centros de salud prestar ayuda a los trabajadores de los campos petroleros del Golfo 
de Maracaibo, la fuente de vida del pais. Estos dan un ejemplo en medicina preventiva, 
la cual a su debido tiempo el resto del pais puede emular. 


COLOMBIA 


Se podria imaginar un contraste mayor entre el valle en el que yace Caracas, 
las himedas y muy calurosas tierra bajas de Maracaibo y las Sierras de Bogota, 
situadas a unos 7,800 pies sobre el nivel del mar? Que atentos fueron los colombianos 
para conmigo y que preocupados se mostraron por si la altitud me afectara y que 
hospitalarios que fueron los miembros de la Cruz Roja Colombiana. Bogota me 
parecia una ciudad unica, y sin embargo de un aire europeo indefinible. En esta 
ciudad tuve el privilegio de ver a Su Eminencia el Cardenal. Estaba agradecida y 
me sentia honrada de que me recibiera Su Eminencia. Aqui también di mi primer 
programa por la television desde el estudio de la television y senti que era un verdadero 
placer el poder hablar de esta forma a las gentes del pais. 


Colombia comparte el problema de su vecina en la necesidad de enfermeras 
profesionales asi como para personal auxiliar entrenado. Existen sin embargo dos 
factores alentadores. Primero en la Universidad de Bogota hay una Escuela de 
Enfermeria que forma parte integral de la Universidad y que tiene su propio Decano 
de Enfermeria. Segundo, ya se adelantan los proyectos para la preparacién del 
personal auxiliar y el futuro de este ramo de enfermeria deberia desarrollarse, por 
lo tanto, facilmente. Es de lamentar que no pude visitar Cali ni otros centros 
de educacién de enfermeria. Sin embargo, me fué posible ponerme mas o menos 
al tanto en la capital con las aspiraciones para el futuro de la enfermeria y con los 
que trabajan en servicios y educacién de enfermeria, como también los voluntarios 
para fomentarla y ponerla en practica. 


ECUADOR 


Un viaje por avidn comparativamente corto atravesando un pais montafioso, 
me llevé a Quito, que yace a unos 9,000 pies sobre el nivel del mar aproximadamente. 
Este encantador pais a veces es descrito como la tierra de eterna primavera y aqui 
gocé lo indecible de un cielo despejado, de sol y de frescura. Unos dias después, 
en un viaje atin mas corto, llegué de Quito a la ciudad tropical de Guayaquil, donde 
el rio Guayas desemboca en el Océano Pacifico y proporciona un fondo para una 
escena animada de la vida ribereifia. 
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Sin duda alguna los puntos culminantes de esta visita eran que en esta vez las 
enfermeras del Ecuador, después de grandes trabajos y preparativos, crearon la 
Asociacién Nacional de Enfermeras del Ecuador en la Asamblea General, que tuvo 
lugar en Quito y a la cual asistieron delegados de Guayaquil. Fué un privilegio y 
a la vez un placer compartir su triunfo e impresionaba ver a las cuatro enfermeras 
de las Agencias Internacionales (PASB/WHO y ICA) que trabajan en este pais, 
asistir a la eleccidn de funcionarios después de haber estudiado la reunién con 
cuidado los estatutos de su nueva organizacién. Cuando mas tarde visité Guayaquil, 
no era como extranjera que fui para discutir el trabajo del ramo de la Asociacién 
Nacional y su co-ordinacién con esta organizacion. 


Me fué de gran valor e interés visitar pueblos fuera de la capital y el activo 
pueblo de Guayaquil. Por lo tanto estaba encantada de visitar Cayambe, Otavalo 
e Ibarra y me fué muy grato ver la cortesia de todos los que contribuyeron a esta 
parte del programa. Visité un hospital en cada uno de estos pueblos y el Centro 
de Sanidad en Ibarra. Para un viajero que va a cualquier pais, el hecho de viajar 
por la campifia es de gran valor, porque le da una impresién de la vida del pais que 
suplementa y da equilibrio a la impresién adquirida en ciudades mas extensas. 


También tuve el privilegio de ver a Su Eminencia el Cardenal en Quito y de 
ver una de las joyas de arquitectura eclesiastica por la cual es famoso el Ecuador, la 
Iglesia de la Campifia. 


Al juzgar por la vitalidad y talento manifestado por los estudiantes en la Escuela 
Nacional de Enfermeria durante un concierto que tuvieron la bondad de organizar 
en mi honor, el porvenir de la enfermeria en el Ecuador queda asegurado! 


PERU 


Se dice que cuando le preguntaron a Coldén que describiera Jamaica, aquella 
tierra montafiosa del Caribe, estruj6 una hoja de pergamino en la mano y la arrojé 
sobre la mesa para demostrar las sierras de montafias. Este cuento me recuerda 
cuando viajé por avidn atravesando la costa entre Guayaquil y Lima. Aqui al sur 
el pais arenoso alrededor de Talara, parecia estar confeccionado de bronce, debido 
a la impresién creada por el sol que brillaba en los aridos acanalados. Por aqui 
y por alli en los valles, en las tierras irrigadas de la costa, desde el tiempo de los Incas, 
se divisaba pedazos de terreno verdoso. Habra ciudad mas encantadora que Lima, 
con sus paseos llenos de Arboles, sus anchas calles, monumentos imponentes y 
preciosos alrededores, cuyos habitantes compiten los unos con los otros plantar 
flores de los mas vivos colores? Se dice en Lima que si uno mete un palo en la tierra 
y lo riega, florecera. Hay que recordar, sin embargo, que nunca Ilueve en esta 
ciudad, y que es muy dificil para los que habitan en un clima templado y Iluvioso 
como el de Europa oriental, apreciar este hecho y pensé que tal vez uno desearia 
la lluvia de cuando en cuando. 


La medicina psiquiatra y la enfermeria han sido las Cenicientas de medicina y 


enfermeria y por lo tanto me fué muy grato visitar el amplio y bien planeado hospital ° 


mental, llamado “‘ Victor Larco Herrera’. Aqui los edificios son amenos y la nueva 
construccién es moderno y al dia. El Peri tiene suerte de poseer condiciones 
adecuadas en una especializacién que hoy por fin comienza a recibir la atencién que 
se merece. 
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LATIN AMERICAN TOUR 


(Lejt to right) The Director of Nursing Service and Nursing Education, the ICN representative and the President of the 
Argentine Nurses’ Association with a group of student nurses from the Helena Larroque de Roffo School of Nursing in 
the Angel H. Roffo Onocological Institute, Argentina 


The ICN representative with members of the newly founded National Association of Nurses of Ecuador at an interview with 
the Dean of the Medical School, University of Guayaquil, Ecuador 
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The President, Secretary and members of the Nurses’ Association of Uruguay entertaining the ICN representative to dinner 
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Es muy alentador ver los nuevos edificios tales como el magnifico Hospital de 
Empleados, pero se nota la falta de enfermeras, especialmente en paises donde la 
tradicién de enfermeria es de mas reciente desarrollo que en Europa oriental. Es 
de esperar que las autoridades puedan fundar mas escuelas de enfermeria suministrar 
al Peri el numero de enfermeras profecionales que requiere. Actualmente existen 
nueve escuelas de enfermeria en el pais, pero todas éstas se hallan en Lima, y por 
lo tanto es necesario fomentar escuelas de enfermeria en otros distritos. Afortunada- 
mente se reconoce que la educacién post-basica es de suma urgencia y que se han 
dado pasos para su desarrollo con la ayuda de PASB/WHO. 


CHILE 


La parte del sur de este Continente del Sur gozaba de tener verano, pero todavia 
fresco en Santiago y atin mas en Valparaiso. Aqui en Santiago como en otras ciudades 
del sur observé un apreciable ambiente europeo. 


Fué muy placentero tener la ocasién de visitar Valparaiso asi como también 
la capital, y ver la Escuela de Enfermeria “‘ Carlos Van Buren ”’, que se hospeda en 
edificios tan agradables. También me gust6 visitar la Escuela de Enfermeria de 
la Universidad de Chile en Santiago. 


La educacién de enfermeria en Chile queda bien establecida y los requisitos 
para ingresar a estas escuelas de enfermeria son los mismos que para las profesiones 
que requieren estudios universitarios. Las enfermeras chilenas han sido las primeras 
de todas en buscar educacién post-basica, tanto en supais como en el exterior. 
Es de lamentar por lo tanto que sus medios econdémicos no estén en proporcion 
con su preparaciOn. Se espera que tengan éxito los esfuerzos de las enfermeras para 
cambiar estas condiciones. Chile ha hecho proyectos bajo las mismas lineas de un 
Servicio Nacional de Sanidad y por lo tanto necesita sus mejores enfermeras alli 
para poder fomentar el servicio con amplitud. 


ARGENTINA 


Mi permanencia en Chile fué demasiado corta asi como el viaje en avidn por 
encima de las bellas cordilleras de los Andes, cuyas cadenas de montafias son mas 
estrechas hacia el sur. Pronto atravesaba terrenos ondulantes para visitar Buenos 
Aires. No es posible expresar en forma adecuada la cortesia y bondad del Hospital 
Britanico en donde estaba hospedada, pero siempre las recordaré. 


En 1956 el pais experiment6 una seria epidemia de poliomielitis y tuvo que pedir 
auxilio a muchos paises tanto por personal como por equipos. Hoy dia, la labor 
de rehabilitacion y el cuidado de los pacientes que sufren de esta enfermedad continua, 
y por lo tanto una fuente de conocimiento se va desarrollando en esta especialidad. 
Fué muy alentador ver a las enfermeras trabajar con tanto celo en los dos Centros 


que visité en donde los pacientes que han sufrido de esta enfermedad siguen trata- 
mientos. 


La Argentina, como es sabido, ha experimentado dificultades politicas, que 
han dejado sus huellas, y éstas tienen sus repercusiones en la enfermeria asi como 
en muchos otros aspectos de la vida. Las enfermeras de este pais necesitaran mucha 
prevision, unidad y direccién para poder confrontar sus muchos problemas, entre 
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otros, problemas de reclutamiento, educacién, legislacién y registro. En el porvenir 
sera necesario fomentar educacién de enfermeria post-basica, pero es de esperar que 
hasta que sea posible dar cursos post-basicos algunas enfermeras seleccionadas 
tendran que valerse de los cursos en el extranjero. 


No estabamos abrumados del todo en problemas y pudimos gozar de un dia 
encantador explorando en una lancha las complicadas canales del Rio Tigre. Estas 
pueden verse mejor desde el avidn, como después me di cuenta, pero son mas 
agradables por el rio. 


Me alegré visitar Rosario, aunque fué una visita muy corta, en donde, con la 
ayuda de los consultantes de PASB/WHO, se proyecta una Escuela de Enfermeria 
en forma constructiva en un ambiente optimista y asociado con la Universidad. 


URUGUAY 


Al salir del aeropuerto de Buenos Aires y volar por encima del Rio de la Plata 
me pareci6 que apenas me habia acomodado en mi asiento cuando tuve que abro- 
charme el cinturon de seguridad para descender a Montevideo. El Rio de la Plata 
es inmenso al verlo desde las margenes, pero lo cruzamos en vuelo diagonal en unos 
cuarenta minutos. En comparacién con sus vecinos del norte y del sur, el Uruguay 
tiene la ventaja de ser un pais pequefio. Este factor puede disminuir el dificil problema 
que existe en otros paises de la América latina y facilitar la coordinacién dentro de 
la Asociaci6n Nacional de Enfermeras. Esto no quiere decir, sin embargo, que 
otros problemas de enfermeria pueden solucionarse con mas facilidad. En este 
pais, como en otras partes, existe una gran escasez de enfermeras debido al hecho 
de que recientemente ha sido edificado un nuevo e inmenso hospital en Montevideo. 
La educacién basica de enfermeria parece estar bien arraigada (aunque tiene sus 
problemas) pero, con la expansion en los servicios de hospital y de sanidad hay 
mas demanda por personas administrativas y supervisoras y enfermeras entrenadas 
para el cuido de pacientes que tienen que guardar cama. Por lo tanto son las 
enfermeras profesionales y debidamente entrenadas las que tendran que asumir tales 
responsabilidades. Es de esperar que algin dia como resultado de reclutamiento 
en la enfermeria y en la educacion basica y post-basica, puedan llevarse a cabo tales 
necesidades. 


El Uruguay es consciente de ser una nacién. Este hecho se manifest6 cuando 
tuve la oportunidad de ser invitada a una Sociedad Folklérica durante todo un dia. 
También fui invitada a un almuerzo donde me dispensaron mucha cortesia y vi un 
interesante espectaculo mostrando la destreza de los gauchos y un recital de canciones 
y bailes presentados por los miembros de la sociedad. En efecto, esta visita fué 
memorable para mi. 


Habia llevado a cabo diez y ocho vuelos, es decir, unas 18,000 millas (este 
es un nimero muy aproximado) cuando emprendi la Ultima etapa de mi viaje de 
regreso y llegaria a Londres a su debido tiempo. Me despedi con pesar de estas 
tierras inundadas de sol de verano, de sus encantadores y hospitalarios habitantes, 
de su idioma espafiol y cultura derivados de Espaijia. La despedida fué menos penosa 
al pensar que algunas de nosotras llegariamos a encontrarnos de nuevo en cualquier 
otro acontecimiento internacional. 
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Nursing and the New Drugs 


GEORGINE VERSCHAEVE 


“ You know that drugs properly administered will bring health to people who are ill; 
they will, however, only be well-administered when the physician knows not only their 
qualities, but also what is the nature of life, of man, of the constitution of health.” 


Leonardo da Vinci—Carnets. 


THIS vast subject contains two complementary aspects, one scientific, that is to 
say, a knowledge of drugs, and the other human—the patient-nurse relationship. 
For clarity these two aspects will be considered separately although they are, of course, 
indissolubly linked in the application of these theoretical principles to a particular 
patient. 


SCIENTIFIC ASPECT 


The astonishing progress of pharmaceutical research has gradually led pharma- 
cology out of its empiricism. There has been a constant development of therapeutic 
knowledge and the list of diseases for which no specific treatment or prevention 
could be prescribed, has become shorter and shorter. Charles Nicolle wrote that 
diseases, like civilisations, are not eternal. Certain diseases, such as the parasitic 
and infectious diseases are losing ground. Unfortunately, however, the cardiac 
diseases and cancer are increasing. The growing number of depressed, anxious, and 
nervous people, and the growth of cases of insomnia increase as the demands of mod- 
ern society favour mental derangement. The means to fight the battle for health 
must therefore be sought unceasingly. Nothing is definite when people and the 
phenomena of life are concerned. We see, for example, the bitter battle between 
the scientific discoveries of man and the genetic ingenuity of the microbes. 


The list of drugs used in this developing world grows longer each day and it 
is not easy to keep up-to-date with it. The nurse, who is conscious of her responsi- 
bilities, must take note of the drugs that she administers; she must be aware of their 
nature and effect, and of the reactions they can produce. This knowledge must be 
encouraged and favoured by those responsible for nursing service and for schools 
of nursing, who must place information at the disposal of nurses, which has been 
carefully chosen and produced from the publicity angle. Among the groups of 
drugs which have developed particularly swiftly are the following: the synthetic 
analgesics, curarising compounds, the ganglion blocking agents, the hypotensives, 
the preventive agents for infectious diseases, the corticosteroids, the new sulpha drugs 
for diabetics, the drugs used in the treatment of tuberculosis, the hormones, the 
tranquillizers, and the stimulants. Although this list is already long, it is by no means 
exhaustive. The nurse must have a general but precise knowledge of each of these 
groups of drugs and of the various types of drugs within each group. This knowledge 
becomes particularly relevant in relation to a patient who has to receive the drug. 
The purpose of the therapy that is being applied must be known for the nurse to 
know how to observe its effects intelligently and precisely, as ignorance can result in 
errors and grave omissions. Such drugs sometimes have two or three names and 
their action may differ according to the particular pharmaceutical firm marketing 
them. It is therefore important to ascertain the exact name of the product chosen 
by the doctor. The reactions of the patient to the experimental study of a therapy 
can sometimes be wrongly interpreted if such precautions have not been taken. 
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New Types OF DRUGS 


Drugs used for diabetics 


The new slow insulins containing no protein, such as globin and protamine, 
by assuring a good slow action, contribute with precision to the treatment which 
has been instituted. 


Beside insulin the sulphonylureas “ per os ” have acquired a place in the treat- 
ment of the diabetic. Carbutamide has been supplanted by the less toxic tolbutamide. 
This drug commends itself for use in certain forms of diabetes in adults because it 
enables the patient to lead a normal existence, without the need for daily insulin 
injections. 


The anti-infectious agents 


The antibiotics. New preparations of known antibiotics are appearing constantly. 
The new antibiotics such as ristocetin, which acts against staphylococci and enterococci 
have been announced. The growing use of antibiotics demands some care. The 
known reactions show that a two-pronged attack may sometimes be necessary. The 
intercurrent infections of Candida albicans, which for the most part remain resistant 
to therapies are frequent. The appearance of resistant strains of staphylococci, 
capable of causing sudden entero-colitis, is also seen with a certain amount of 
disquiet. The frequency of cross-infections in hospitals demands increasing 
attention by nurses in so far as the aseptic precautions are concerned. 


The bacteriostatic and non-bacterial reaction of certain antibiotics is a good 
indication that they themselves are incapable of overcoming an infection and that the 
action of all the natural defences of the patient must be stimulated. It is here, princip- 
ally, that the quality of the nursing counts. Relaxation, rest, selected nutrition, 
careful hygiene; all these factors help the patient in his battle. 


The diuretic drugs 


The new non-mercurial diuretics include chlorothiazide, which is a powerful 
inhibitor of carbonic anhydrase. It increases excretion of sodium and chloride by 
the kidneys, and in smaller measure the excretion of potassium and bicarbonate. 
This demands supervision of the electrolyte balance of the patient. Only a nurse 
aware of these new aspects of treatments can effectively collaborate with the physician 
in the observation of the patient’s reactions. 


The cortico-steroids 


After the success achieved by the synthesis of delta derivatives (prednisone) 
other modifications have been attempted with the object of improving the effectiveness 
and limiting the toxicity of the steroids. The effects of hydrosaline retention, of 
digestive and psychic troubles, and the nitrogen loss of hydrocortisone must be 
known if greater precision is to be obtained in the preventive measures designed to 
limit the side effects. 


The anticoagulant drugs 


Heparin, dicoumarol, and other products call for the most meticulous precision 
and for constant supervision. Their frequent use in myocardial infarction and in 
certain circulatory troubles, is based on exact laboratory examinations such as the 
prothrombine time. The nurse must know the methods of control so that she can 
immediately draw the physician’s attention to any unusual result. 
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The hypotensive drugs 


As a result of the growth of the number of patients suffering from hypertension 
or arterio-sclerosis, the hypotensive drugs have been much studied. Among these 
reserpine (Serpasil) is much used. It encourages neural relaxation but sometimes 
creates depressive difficulties which must be prevented. 


The tranquillisers: regulators of neuro-psychic balance 


The number of these preparations grows each day. Some of them, such as 
chloropromazine and reserpine are true tranquillisers, others show a calming and 
relaxing action (meprobomate), while others act particularly on anxiety and tension. 


The psychic stimulants: the psycho-tonic amines 


The prescription of amphetamines with the object of combating depression is 
quite frequent. It can only be done, however, with a great deal of care since there is 
a danger of toxicomania due to the euphoria that they produce. 


The sedatives and the hypnotics 


A large number of these drugs are used at present. The nurse who acts with 
judgment and understanding can prevent the unconsidered use of these drugs in 
certain cases. 


All that has been said so far concerns scientific facts, which have been studied 
objectively. The knowledge of them is not only used rationally, for a human being 
also has feelings. He has realities of belief which are supported by ideas. These, 
to a greater or lesser extent, consciously lie behind the driving power which determines 
his thoughts and leads to the form his actions take. 


The giving and receiving of drugs produces various reactions which are based 
on previous experiences or on beliefs, such as the value of drugs which purify the 
blood, clean the stomach or the intestine, or which act on the liver, etc. Rational 
knowledge can be altered by the emotional actions of man, which enter, for example, 
into the nurse-patient relationship. The human being is not static and his tendencies 
are influenced or will constantly be influenced by the changing milieu in which he 
lives. Every interpersonal relationship is unique. This is also the case in the total 
nursing picture because there is always a specific interaction between the nurse and 
the patient. 


THE HuMAN AsPEcT—the patient, the nurse, the nurse-patient relationship 


The patient is generally a person in difficulty, temporarily unbalanced and a 
person who is anxious and in need of help. 


The nurse is aiming to give effective aid. To do this she must have acquired the 
necessary maturity of behaviour to be conscious of herself, of her own thoughts or 
conflicts, and conscious of their interaction with the patient. This control of 
herself, this internal liberty allows her to let the patient himself choose the approach 
that he desires. The nurse who has not yet achieved this internal confidence generally 
decides the approach which she thinks will suit him. But because this is not adapted 
to the needs of the patient it is consequently much less effective. 


The patient is afraid, afraid to know, afraid not to know, afraid of being afraid, 
afraid of showing his confusion. Illness engenders all sorts of fears which make 
the reaction of the patient less certain. Anxiety often paralyses the constructive 
forces which he has within himself. 


This state of tension can make itself evident when the patient feels himself to be 
accepted, so dares to express his feelings. Sometimes he does so by indirect signs, 
related to his state; by the expression on his face; by the movement of his hands. 
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To the trained observer these can all communicate the existence of hidden mani- 
festations of insecurity. 

Other patients, conscious of what goes on within themselves, try to overcome 
their problems alone. 

The nurse must, therefore, not only be a technician who can provide care (and 
who in this capacity often does not regard the patient as a person) but she must also 
develop her ability to react to the situations the patient presents, taking into account 
the essential variable factors which go to make up each interaction she has with the 
patient. Certain attitudes that can be called therapeutic will be adopted so as to 
create a favourable state in the patient. His constructive forces will be stimulated 
by an interpersonal relationship based on confidence and mutual respect. The nurse 
who can join “ technique” and the human touch, through conversation and the 
comfort of her presence, will make the patient’s prescribed treatment much more 
effective. She will know how to “listen” to the patient. The opportunity given 
to him to express himself freely, to explain what is worrying him, will enable him to 
see more clearly what is going on inside himself and to look for a solution to his 
problem. The nurse who bases her actions on what has been expressed will know 
how to chose the attitude which she can most adequately adopt. She will be able 
to give precise information to emphasize the positive facts, to explain any 
misunderstanding, to help with the economic and social aspects, or to encourage 
contact with the family. 


Such nursing demands a training in sensitivity, linked to reasoned and systematic 
research for the solution which seems most favourable for the patient. The patient 
who has the intelligent support of the nurse will himself be able to find a solution to 
his problems. Often the illness has weakened the forces of resistence and the patient 
feels himself more vulnerable. His vagabond imagination and his attention is 
riveted to the trouble. Such a state does not favour recovery. The nurse must 
look for every opportunity to care for the physical, psychological and social needs 
and so help the patient to find a better equilibrium. Sometimes he is terrified of the 
unknown, of the things which to him are new and the things which he imagines 
from them. Reassurance in such a case demands more than saying quickly a trite, 
easy phrase such as “Everything is going well” or “Don’t worry” or “This medicine 
will make you better”. Such common expressions, while producing a smile, 
serve no purpose; more often they break the nurse-patient contact. The patient 
prefers not to worry the busy nurse, whose real personality has escaped him, leaving 
her alone to work through a well-organized, mechanical routine day. If, on the other 
hand, the patient is listened to, is supported, and encouraged, he can much more easily 
find the force to participate in his own recovery. The patient often asks himself 
what sort of medicine he is being given, and what action it has on him. He has a right 
to aclear, simple explanation. The nurse, like the doctor, must show that she believes 
in the effectiveness of the prescribed treatment. An indifferent attitude, a hesitant 
response on her part, and the psychological effect (always a little magic) of the drug 
will be lost. The saying ‘‘ The way it is given is worth more than what one gives ” is 
certainly true in this case. Although medicine today is considered as scientific, 
nevertheless in practice it still remains attached to notions of magical power which 
it has adapted to the needs of our age. The ritual once associated with the administra- 
tion of a drug, and which in itself contributed to its value, often seeks a new form 
through which it can reinforce its action with a psychological stimulus. To give a 
drug without explanation, simply putting it on the bedside table, implies a misunder- 
standing of this essential point. The administration of a drug must be accompanied 
by an attitude which creates reassuring contact for the patient, which gives an added 
value to the prescribed treatment. The nurse sometimes herself tends to believe too 
greatly in the value of medicine, as such, in the scheme of care and forgets that care 
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always implies an interaction between the patient and herself. Is it certain that the 
drug which is placed indifferently on the bedside table will not be regarded in the 
same fashion by the patient? This can happen, so that one sees the patient throw it 
away or collect it in a corner of the drawer. 


The nurse sometimes has a habit (if the doctor allows it) of giving a sedative or 
a hypnotic to the patient in this way if he is not sleeping. But why is the patient not 
sleeping? The nurse should look for the cause. Quite often the patient is anxious— 
the night silence makes him feel more depressed, solitary and uncertain and he can 
only think black thoughts. He creates, within himself, numerous mental and 
physical tensions and he feels fearful and ill at ease. The pilule on the bedside table 
—can it modify this state? The patient needs, above all, reassuring gestures even 
more than words. The maternal acts of puffing up the pillows, of bringing a hot 
drink with a smile, will probably do more than the sedative itself. When the patient 
falls asleep he finds rest at last, and is able to renew his recuperative forces. 


The mixture of the rational and the irrational must not be omitted from con- 
sideration, for it exists in every human being, and enters into all interpersonal relation- 
ships. The “‘ bottle of medicine” which cures all—or almost all—and which is 
administered three times a day (magic number) is tending to disappear. It is being 
simply replaced by various forms of drugs which are more modern and which have 
a more scientific appearance: vitamin complexes, anti-anaemic drugs, various stimu- 
lants which are simple to administer and demand no other effort on the patient’s 
part than simply to swallow a gaily-coloured capsule. 


On the other hand, the valuable drugs which can rapidly cure grave illnesses, 
such as pneumonia, and which reduce pre- and post-operative distress and overcome 
the powerful infections and improve or cure tubercular conditions, have certainly 
brought considerable advantages in the progress towards health. It must be remem- 
bered nevertheless that they bring a modification in the type of nursing required. 


These drugs have greatly helped the nursing of patients. The important physical 
needs which existed some years ago for the seriously ill patients have considerably 
diminished and, in consequence, the direct contact with the patient has been reduced. 
It is here that the nurse sometimes oversteps the mark and relies too much on drugs 
and their power. Relationships with the patient become distant, and are conducted 
through the medium of objects—the drugs on which the patient depends almost 
completely. This situation does not meet the need for security, of the affectionate 
response needed by the patient suffering from an acute condition. Time gained by 
the simplification of certain treatments should, therefore, be devoted to the establish- 
ment of this positive relationship with the patient. Therapeutic action, I want to 
emphasise, is based on confidence, mutual respect and clear understanding. That 
is the true nature of real nursing of the whole person. 


Another danger can also be seen today in the long domiciliary treatment of 
tuberculosis by the modern drugs. There is a tendency for the regime not to be 
followed conscientiously. For the patient to understand the importance of repeated 
and regular doses of these drugs he must participate actively. Often this does not 
happen. The treatment, although simplified, is still too much for the patient who 
tends to think of the drug’s magic effect. He likes to think that apart from actually 
taking the drug, the result that is obtained is independent of his personal effort. 
This false security can be added to a natural tendency to be found in many patients: 
neglect of the rules of health, which must reinforce treatment. Rest, adequate food, 
physical and mental hygiene are given little thought because they demand, on the part 
of the patient, a personal discipline which he is not yet ready to undertake. The 
psychological preparation of the patient for domiciliary treatment must be under- 
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taken during a stay in hospital, and should if possible include his home partners so 
that their important help can be available when domiciliary care is begun. 


There is another problem in the present circumstances of everyday life. The 
nurse is often in contact with people who are liable to make unconsidered use of 
pills which have a tranquillizing or doping effect. The success of these drugs seems 
to be due to the difficulties of modern life. It is evident that the constant use of such 
drugs presents in turn a danger of addiction and various troubles which can become 
serious. This is a problem of mental hygiene which the nurse, as the messenger of 
health, is liable to meet frequently. As Ritchie Calder said in an article on “‘ Modern 
Man” in the UNESCO Courrier: ‘‘ Just as modern medicine accepts the fact that 
body reacts on mind and mind on body, that mental and emotional stresses produce 
organic disorders and organic disorders produce mental and emotional stresses, 
so the concept of world health recognizes the reciprocity of the individual and his 
environment and the ideal of The Whole Man in the Whole World.” 

Such conceptions should be better understood by nurses because they condition 
the development of the quality of nursing care for the future. 

To help these people in difficulty, to prevent the increase in tension and anxiety, 
nursing education must increasingly include an understanding of the methods of 
interpersonal communication and must in practice be a mistress of these techniques 
so as to develop true nursing of the whole person. 
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Ensenando la Nutricion a las Enfermeras 
RAJAMMAL P. DEVADAS 


La primera parte de este articulo aparecié en la edicidn de Enero 1959 de la International Nursing 
Review 


PRIMER ANO 45 horas—(30 horas de conferencias y 15 horas de practica). 


Nutricién Normal 


Durante este tiempo la enfermera estudiante debe considerar la nutricién en 
una base personal, es decir, las necesidades basicas nutricionales y la salubridad 
como individuo—en este caso, la enfermera estudiante en si misma. Las estudiantes 
proceden de diferentes regiones, con antecedentes variados e ideas distintas en relacién 
con la alimentacién y costumbre firmemente establecidas de los alimentos. Los 
modos de alimentarse cabe alterarlos en el proceso de adaptacién a un nuevo 
ambiente en la escuela de enfermeras. La instruccién sobre la nutricién en esta 
etapa debe orientarse al buen vivir de las propias enfermeras y estar relacionada 
con el comedor o la cocina. La cocina de las enfermeras deberia ser la ideal para 
toda la colectividad. Deberia haber asi mismo un dietista que tuviera a su cargo 
las dietas de las enfermeras en todas las escuelas de alimentacion. 


La importancia de la nutricién para el individuo, familia y colectividad; las 
relaciones entre la salubridad, crecimiento y alimentacién en la practica de la 
profesién de enfermeras; los descubrimientos recientes en la nutricién; los grupos 
importantes de alimentos; los alimentos protectores y los elementos constitutivos 
esenciales—proteinas, minerales, grasas, hidrocarbonados, vitaminas, etc.; efectos 
del suefio, descanso, emociones, etc., sobre los estados emocionales; factores en la 
seleccién de dieta, presupuesto de dinero para la comida puede que sean la principal 
introduccién. 


La descripcién de departamentos dietéticos, dietas en hospitales, y actitudes de 
los pacientes hacia la alimentacién son la fase inmediata en la que debe actuarse. 
La demostracién de cémo alimentar un paciente, ayudara a la introduccién del 
dietismo, como una parte del grupo a cuyo cargo esta el cuidado de atender el 
paciente. Estos constituyen una buena introduccién a la profesién de enfermeras, 
en relacién con las necesidades basicas de la nutriciédn de los individuos. 


SEGUNDO ANO 90 horas—(30 disertaciones, 60 horas de practica). 


En el transcurso de este afio pueden introducirse cursillos de alimentacién y 
nutricién en la terapéutica dietética. Estos pueden ir precedidos de un cursillo 
basico de quimica. Este curso puede consistir en una disertacién y unas 2 horas de 
laboratorio semanales. Deben engranarse con la aplicacién practica de la nutricién 
en la vida de todos los dias y relacionada con cursos de anatomia y fisiologia. 
Deberian compartirse la composicién de dietas adecuadas, planeamiento de comidas, 
coste de la comida, etc. Los laboratorios de alimentos hay que distribuirlos de 
modo que permitan a los estudiantes aprender los principios fundamentales del 
planeamiento, preparacion y servicio de comidas que se avengan con las necesidades 
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familiares, habida cuenta de sus preferencias en cuanto a los alimentos. Los 
principios basicos de la cocina, preparacién de cereales, legumbres, huevos, vegetales, 
leche, carnes, etc.; preparacién y servicio de comidas sencillas, como desayuno, 
comida y cena; preparacién de comidas de poco coste, y de comidas para requiri- 
mientos especiales podrian ensefiarse y practicarse. La experiencia de laboratorio 
en cocinar hace eficaz la ensefianza y es valiosa para las estudiantes. En 
esta etapa las enfermeras estudiantes deben capacitarse en la preparacién de ments . 
o lista de platos para sus cocinas propias y las de sus familias y efectuar mejoras en 
sus estados nutricionales. Por lo mismo que la enfermera debe ensefiar a sus pacientes, 
es de suma importancia que ella misma sepa cémo cocinar. Incidentalmente este 
conocimiento es Util no sélo para su trabajo como enfermera sino también en el 
gobierno de su propia casa. 


Otro aspecto de este cursillo es tomar historiales dietéticos cuando un paciente 
ingresa en el hospital; ello trae consigo conocer sus costumbres, estado econdmico, 
los gustos y aversiones, religidn, nacionalidad y ambiente social que influencian 
sus costumbres alimenticias. Cuando se da de alta en el hospital, el paciente se 
lleva consigo algunas nuevas costumbres alimenticias. 


El modo cémo se adapta a estas nuevas costumbres alimenticias constituye un 
verdadero problema vital. 


El historial dietético ayuda a diagnosticar las costumbres alimenticias de los 
pacientes. Nuestras preferencias han vivido con nosotros por largo tiempo. Ellas 
van involucradas con la antropologia, biologia, bioquimica, genética, horticultura, 
sociologia, fisiologia, y muchos otros factores. Las costumbres alimenticias se 
definen como una respuesta de los individuos o de grupos de individuos a las presiones 
culturales y sociales al seleccionar, consumir y utilizar porciones del alimento 
disponible. Ellos estan influenciados por organizaciones sociales. Los cambios en 
las costumbres alimenticias son modificadas por dictados morales, conveniencia 
social, sancién cientifica y cambios forzados como pérdida de cosechas, pobreza, 
guerras, enfermedades, edad, obesidad, gestacién, etc. Las actitudes se influencian 
por las practicas de casta y agrupacion, por la locacién geografica y por la ocupacion. 
El bebé aprende a comer los alimentos que gustan a su madre. El nifio crece y es 
influenciado por el ambiente y costumbres de la familia, la escuela, y mas tarde por 
el grupo profesional. Cada nacionalidad tiene tipos caracteristicos de alimentos. 
La comida tiene un significado social y ceremonial. Va condicionada por emociones. 
La enfermera debera instruir al paciente el debido conocimiento de todos estos 
factores y moverle a aceptar las nuevas experiencias en la alimentacién. Su interés 
debe excitarse, y guiandole al deseo de informacién. Mientras la enfermera ensefia 
a un paciente tiene que reconocer: 


(1) Las necesidades del paciente y qué significa para él la alimentacién (factores 
emocionales y rituales); 

(2) No debe menospreciar el trabajo que el paciente viene experimentando. 

(3) La necesidad de ser adaptable. 


Cada enfermera estudiante debe tomar por escrito el historial dietético del 
paciente que ella esta cuidando desde un principio. Esto le ayuda a poner en practica 
el conocimiento nutricional. Debe conocer las costumbres alimenticias, tipos de 
comidas, consumo semanal de alimentos, preferencias, idiosincracias de su paciente 
antes de darle instruccién dietética y educacién nutricional. Su consumo de alimento 
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habria que compararlo con los grupos de alimentos basicos con objeto de determinar 
el valor adecuado nutricional. En los historiales dietéticos debe constar también 
la ocupacién, donde se toman las comidas, numero de comidas durante el dia; 
horas de las comidas, uso de los alimentos de produccién casera, quien prepara la 
comida en casa, etc. 


Los cursos de la terapéutica dietética deberian ensefiarse en correlacién con las 
clases de enfermeria médica y quirurgica. Las modificaciones necesarias en la dieta 
normal deben comprenderse muy claramente. Las dietas terapéuticas en enfermedades 
del sistema digestivo, enfermedades de los rifiones, enfermedades de la sangre, fiebres, 
deficiencias y otras condiciones o estados deben estudiarse con detencidn. Esto 
ayudara a la enfermera estudiante a representarse la dieta como una parte de todo 
el tratamiento de una enfermedad dada, mas que una terapéutica sin denominacién. 
Es de aconsejar que cada estudiante tenga el mismo grupo de pacientes (3—4) 
durante una o dos semanas en las salas médicas o quirtirgicas y asumir la responsa- 
bilidad de su cuidado total. Durante este periodo debera estudiar el historial, 
progreso, curso, reportajes de laboratorio y en una palabra conocer el estado del 
paciente. Debera tomar por escrito el historial dietético; y celebrar conferencias 
con el instructor clinico y el nutricionista acerca de la terapéutica dietética y apuntar 
dietas para el paciente y dar instrucciones dietéticas para el paciente bajo la guia 
siempre del nutricionista. Debe pasar algun tiempo en los departamentos dietéticos 
del hospital para tener un mejor conocimiento de las funciones y problemas de este 
departamento. A través de estas experiencias, la enfermera estudiante comprendera 
mejor su papel como un lazo de union vital entre el dietista y el paciente y asistir y 
coadyuvar con el dietista para una comprensién mejor y mas completa de las actitudes 
y necesidades de su paciente. 


Ensefiar una buena nutricion a los que estan en dietas regulares es una pretensién 
y necesidad tanto como la ensefianza de dietas terapéuticas. Si la enfermera estu- 
diante esta interesada o no en la nutricién, se conoce por las notas que toma, porque 
escribe una seleccién mejor de dietas en los historiales de los casos clinicos y por el 
progreso llevado a cabo en las discusiones de nutricién con los pacientes. Cuando 
el paciente abandona el hospital, debe ser, experimentando la sensaciédn de que 
recibié plena atencién y cuidado de sus enfermeras y que comprendiendo bien su 
dieta, querra cooperar con el tratamiento prescrito. Debe salir con conocimiento 
practico suficiente para continuar su dieta en casa. 


El departamento de enfermos no hospitalizados juega un papel importante 
en el desarrollo del estudiante que adquiere sus experiencias en la nutricién. Mientras 
que los estudiantes se les asigna a medicina y cirugia, deben pasar algun tiempo en 
el departamento de enfermos no hospitalizados. 


TERCER ANO 45 horas 


Durante el tercer afio, las enfermeras estudiantes deben percatarse de lo que es 
alguna clinica especializada como la de pediatria, obstetricia, y tuberculosis. La 
dieta normal durante la gestacién y lactancia y las dietas en las complicaciones de 
la gestacion, pueden relacionarse con la informacion respecto de la obstetricia. La 
alimentacién de los bebés, las formulas para los bebés, la ayuda a las madres en los 
problemas dietéticos, el trabajo en las clinicas pre-natales, agrupaciones de madres | 
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son experiencias importantes. Las disertaciones sobre los nijfios, la nutricién antes 
de la escuela y durante el tiempo de la misma, la alimentacién practica en las escuelas 
para nifios pequefios; las observaciones en el modo de comer los nifios sanos y sus 
reacciones a la alimentacién y comparandolas luego con la alimentacién de nifios 
enfermos, y debe planearse la participacién en la comida con los nifios. Durante 
los proyectos especiales, como el programa de tuberculosis, las enfermeras pueden 
ayudar a sus pacientes en sus problemas dietéticos, mientras estan en el hospital, y 
ayudarles a desarrollar nuevos tipos de alimento durante la convalescencia en casa. 


CuarTo ANO 15 horas 


Durante este ultimo afio pueden buscarse oportunidades para extender la 
educacién de la nutricidn dentro de la colectividad—mediante agencias como la 
Cruz Roja, centros de sanidad, hospitales rurales, clinicas siquiatricas, departamentos 
de desarrollo de la colectividad. Tales experiencias como participacién en los 
programas nutricionales en colectividad y las clinicas nutricionales cabe combinarlas 
con la educacién audio-visual, exhibiciones, conversaciones y demostraciones, etc. 
La enfermera estudiante durante este tiempo debe hacer visitas domiciliarias con 
las enfermeras de sanidad publica para darse cuenta de la nutricién en la profesién. 
Por medio de estas visitas, se estimulara el interés en la nutricidn con el conocimiento 
creado por la nutricién. 


Evaluacion 
De vez en cuando la eficacia de ensefiar la nutricién debe ser evaluada. La 
mejor evaluacién proviene de las mismas estudiantes—ya sea que ellas apliquen o 
no los principios dela nutricién en sus propias personas y se sienten seguros al discutir 
la nutricién con sus pacientes. 
Al evaluar las estudiantes deben considerarse las habilidades siguientes*: 
(1) Habilidad de integrar el cuidado de la nutricién con el cuidado total del 
paciente; 
(2) Habilidad de modificar las dietas normales para que se avengan con las 
condiciones clinicas; 
(3) Habilidad de ajustarse a las dietas prescritas para satisfacer las necesidades 
sociales, religiosas y econdémicas del paciente; 
(4) Habilidad para comprender las implicaciones sicolégicas del alimento 
para ciertos pacientes; 
(5) Habilidad para dar la adecuada intruccién dietética corriente al paciente; 
(6) Habilidad para llevar a cabo programas nutricionales para la colectividad; 


En los paises donde los examenes y titulos universitarios tienen importancia 
para los trabajos, es conveniente que se prescriba la nutricién como sujeto de examen 
en el programa para enfermeras. 


Quién debe ensenar la nutricién? 


El curso en nutriciédn y dietéticos debe ensefiarlos un Graduado en Ciencia 
Doméstica con el titulo de Maestro Graduado en Dietética, Direccién de Institucién 
o de Alimentos. Debe trabajar en estrecha colaboracién con otros miembros del 

*Tomado de “‘ The Basic Education of the Professional Nurse’. Preparado por la Comisién 
de Educacién del Consejo Internacional de Enfermeras, Londres. Reimpreso en 1952. 
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personal docente y de los superintendentes de la profesién. Ensefiar la nutricién 
en el plan de estudios para enfermeras debe ser distinto de ensefiar ciencia doméstica 
a las estudiantes. Las ultimas buscan la especializacién, mientras que la enfermera 
necesita solamente la informacién que contribuira a hacer con el tiempo mejor 
enfermera. El plan de estudios se compone de cursos relacionados con practicas 
de la profesién de enfermera. Sin embargo la nutricién debe hallarse estrechamente 
entrelazada en todos los cursos y actividades del estudiante. El maestro que ensejia a 
las enfermeras tiene que estar familiarizado con todo el plan de estudios de la profesién 
de enfermeras y ver como la materia se relaciona con otros cursos—fisiologia, anato- 
mia, artes de enfermeria, etc. Debe leer los periddicos relacionados con la profesién. 
La enfermera debe dar importancia a las variaciones culturales y regionales en los 
tipos de alimentos y a su adaptacién a las necesidades del paciente. El papel que el 
alimento desempejia como simbolo de expresién emocional tendra que ser explorado 
y a las estudiantes hay que ayudarlas para ver las necesidades del paciente objetiva- 
mente, con simpatia y comprensi6n. 


Facilidades para la ensefianza 


Un laboratorio bien equipado para ensejfiar el arte de la cocina, con aprovisiona- 
miento de agua, facilidades de combustible, abastecimientos corrientes para la 
preparacién del alimento, sumideros, estufas, armarios y otras facilidades que son 
indispensables. Un abundante aprovisionamiento de cartas o mapas, films, modelos 
de alimentos, instalaciones y otros materiales ilustrativos, y una buena libreria 
puesta al dia de materia esencial para ensefiar la nutricién. 


Métodos de Ensenanza 
Seran eficaces los siguiente métodos: 

Lecturas; 
Discusiones; 
Demostraciones; 
Laboratorio; 
Dramatizaci6on; 
Viajes de estudios y excursiones por el campo; 
Uso de films, mufiecos, mapas y otros métodos audiovisuales; 


Las direcciones de laboratorio deben ser claras y completas lo suficiente para 
evitar fallidas y pérdida de tiempo, dejando alguna cosa a la iniciativa y discrecién 
de la estudiante. Hay que tener la practica suficiente en la aplicacién de principios. 


Cursos rememorativos de Nutricion 


La nutricién debe ensefiarse por igual a las enfermeras estudiantes, enfermeras 
de personal, Hermanas de Sala y administradores de nutricién. Cursos rememorativos 
y estudios superiores ayudan a poner al corriente el conocimiento de las enfermeras. 


Literatura sobre nutricién para enfermeras. 


Los periddicos de la profesién de enfermeras deben dedicar regularmente 
algunas paginas para diseminar informacién nutricional a las enfermeras. 
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DETALLES DEL PLAN DE ESTUDIOS EN NUTRICION PARA 
ENFERMERAS ESTUDIANTES. 





PRIMER ANO—NUTRICION NORMAL 


(a) Lecruras—(30 horas) 

Relacién entre una buena nutricién y la 
salud; 

Clasificacién de alimentos y funciones del 
alimento; 

Constituyentes de los alimentos, sus funciones 
y procedencia—hidrocarbonos, grasas, 
proteinas, minerales, vitaminas; 

Metabolismo de los alimentos; 

Necesidad diaria de calorias y materia 
nutritiva; 

Dietas equilibradas; 

Métodos de cocinar; 

Estudio de deficiencias dietéticas, y costum- 
bres de alimentos en el pais; 

Inspeccién de alimentos; 

Métodos de mejora de las dietas locales; 

Higiene de los alimentos; 


(b) TRABAJO PRACTICO EN CocINAR—(15 horas) 
Introduccién al laboratorio; 
Preparacién de platos sencillos: 
Con cereales, 
Bebidas, 
Tostadas, 
Frutas. 


SEGUNDO ANO—PREPARACION DEL 
ALIMENTO Y TERAPEUTICA DE 
LA DIETA 


(a) Lectruras—(30 horas) 
I—La dieta adecuada (15 horas) 
Dietas a tipos de renta; 
Nutrici6n familiar y planeamiento de 
comidas; 
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Nutricién en la gestacién — complica- 
ciones en la gestacién en las que es un 
factor la dieta; 

Nutricién en la infancia; 

Nutrici6n en la ancianidad; 

Alimentos de bajo coste; 

Suplementos del alimento; 

Tipos de alimento regional, nacional y 
cultural; 


1I—Lecturas sobre la terapéutica de la dieta 
1. Introduccién a la terapéutica dietética; 
dietas de hospital; 
2. Dietas en la obesidad y en falta de 


peso, 

3. Dietas en fiebres e  infecciones; 
Dietas preoperativas y postopera- 
tivas; 

4. Dietas en enfermedades de deficiencia; 

5. Alimentos requeridos en enfermedades 
de la infancia y la nijfiez. 

6. Dietas para diabéticos; 

7. Dietas para diabéticos (continuacién); 

8. Dietas en ulcera gastrica; 

9. Dietas en enfermedades de los 
intestinos; 

10. Dietas en enfermedades del higado 
y de la vejiga de la hiel; 

11. Dietas en enfermedades cardio- 
vasculares. 


(b) Practica—(60 horas) 
Porciones de alimento y cdalculos de las 
mismas: 
Preparaciones de bebidas—café, te, vege- 
tales, etc.: 
Preparaciones con huevos 





(a 














Preparaciones con carne 
Preparaciones con aves de corral 
Preparaciones con pescado 
Preparaciones de ensaladas 
Preparaciones de sopa 

Preparaciones de comidas — desayuno, 
Comidas Cenas; 

Preparacién de dietas en la gestaci6n; 

Preparacién de comida para los nifios; 

Preparacion de comidas de bajo coste y 
substitutos; 

Preparaci6n de dietas de hospital para 
distintas enfermedades; 

Preparacién de dietas en la _ nefritis; 
diabetis; enferinedades del higado; en- 
fermedades intestinales; de alta presién 
de sangre; 

Preparacioén de dietas en la alergia, gota, 
etc. 


TERCER ANO—NUTRICION EN LA 
GESTACION, LACTANCIA E INFANCIA 


(a) NUTRICION EN LA GESTACION (15 horas) 

. Necesidades nutricionales en la gestacién; 

. Nutricién en caso de vémito en la gestacién; 

. Dietas en uso en el parto; 

. Necesidades nutricionales en la lactancia; 

. Dietas en complicaciones de gestacién, 
anemia nutricional, exceso de _ peso, 
enfermedades cardiacas, toxemia, diabetis. 
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(b) NUTRICION DE LOS NINOS (30 horas) 
1. Necesidades nutricionales en el primer 
ano de vida; 

. Necesidades nutricionales en la infancia 
y adolescencia; 

. Dietas en enfermedades de nijfios; fiebres 
e infecciones; tonsilectomias, alergias; 

. Problemas de nifios diabéticos; 

. Dietas para enfermedades celiacas; 

. Dietas para nifios con enfermedad cardiaca; 

. Dietas para nifios con nefrosis. 


CUARTO ANO—NUTRICION EN SANIDAD 
PUBLICA (15 horas) 


1. Revision de las necesidades alimenticias 
familiares, de diferencias regionales y 
culturales en las costumbres alimenti- 
cias; 

2. Preparando el presupuesto: apreciacion 
de las necesidades del una familia 
normal y relacién de coste del alimento 
y necesidades totales de la familia; 

. Alimentos de precio bajo con adecuado 
valor nutritivo; 

. Organizando programas nutritivos de la 
colectividad; 

. Visitas domiciliares; 

. Preparacién de ayudas audio-visuales 
para implementar los programas nutri- 
cionales de la colectividad. 
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UNIVERSIDAD DE DELHI, FACULTAD DE CIENCIAS—B.Sc.(Hons) 1957 
CURSO EN ENFERMERIA 


PRIMER ANO 
PAPEL I 
Nutricién normal 
SEGUNDO ANO 
PAPEL VI 


Dieta terapéutica de dietas pre y post- 
operativas, y trabajo practico en cocinar 
dietas especiales. 


TERCER ANO 
PapeL VII 


Principios dietéticos, durante la infancia 
y la puerilidad. 


 Aeattaatee FABER 


Principles of Medicine for Nurses 


CUARTO ANO 
Pape VIII 
Nutricién y dietética en enfermeria de 
sanidad publica; 
Dietas para grupos especiales, nifios de 
escuela, adolescentes, y ancianos; 
Dieta y renta; 
Estados deficientes y dietas; 
Substitutos de carne y otros alimentos no 
vegetarianos y para alimentos vegetarianos; 
Mejora de dietas para la clase pobre dentro 
de sus limites monetarios; 
Educacién de la nutricién. 
PAPEL IX 
Dieta en gestacién y lactancia; 
Deficiencias dietéticas; 
Alimentacién de pecho y artificial. 


BOOKS ateeinated: 


DAVID WEITZMAN, M.D., M.R.C.P. 


Formerly Medical Tutor at St. Bartholomew's Hospital Medical College 
With a Foreword by M. J. Smyth, O.B.E., Chairman of the General Nursing Council for England and Wales. 
A textbook written expressly for nurses, with the main emphasis placed on the causation of diseases and 


their treatment. With 34 plates and 3 drawings. 


A Concise Textbook for Midwives 


An invaluabl 





Ist edition, 1959. 21/- 


D. G. WILSON CLYNE, F.R.C.S., F.R.C.0.G. 


textbook with each section based on questions set during the last sixteen 


new midwifery 
years by the English and Scottish Central Midwives Boards. With 74 drawings by Audrey Besterman. 


Ist edition 1959. 
Health Visiting 


MARGARET McEWAN, M.B.£., S.R.N. 


“The Health Visitor student will find not only the theory and practice of her work made clear, but, in 
addition, distilled from the pages she will absorb the wisdom of an experienced and knowledgeable teacher.”* 


—WNursing Mirror. With 11 figures. 3rd edition 1959. 
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A Visit to Austria 
ALICE C. SHER 





HIS brief summary of the impressions gained during my month’s visit to 

Austria will cover: 

(a) The Meeting of the European League for Mental Hygiene held at the 
University of Vienna on 23rd August, 1958. 

(6) The Eleventh Annual Meeting of the World Federation for Mental Health 
held at the University of Vienna from 24th—29th August, 1958. 

(c) The Annual Meeting of the Trained Nurses’ Association of Austria held 
in Obertraun from 14th—18th September 1958. 

(d) Visits to hospitals and health institutions. 


EUROPEAN LEAGUE FOR MENTAL HYGIENE 


Professor Dr. Hoff, President, in opening the one day meeting of the European 
League for Mental Hygiene explained that it did not mean separation from the 
World Federation for Mental Health so far as world problems were concerned. 
The League had been brought into being for specific European problems, one of which 
was the high percentage of elderly and old people suffering from mental debility— 
approximately fifty per cent of whom were inmates of mental homes. 


On the Conference theme ‘‘ Mental Health Problems of the Older Worker and 
of Retirement ”, Dr. Doris Odlum, Great Britain, gave an illuminating account of 
the many problems related to the older worker and to retirement, and the action 
being taken to overcome these problems. Dr. Reiter, Denmark, gave a clear and 
concise picture of the magnitude of these problems in his country, and the means being 
applied to alleviate them. An interesting and lively discussion followed, during which 
the views of other European countries were presented. 


In the afternoon, Dr. P. Sivadon, France, the League’s Secretary, presented the 
report of its activities during the past year. The next meeting of the League will 
take place in Barcelona, Spain, in 1959, in conjunction with the Twelfth Annual 
Meeting of the World Federation for Mental Health. 


Professor Dr. Hoff, summing up, stressed very strongly that there was still a 
great deal to be learned about the process of “‘ ageing”’ and the “‘ old” in order to 
understand their problems. To help we must understand mental hygiene and 
practise it. 


WORLD FEDERATION FOR MENTAL HEALTH 

The Eleventh Annual Meeting of the World Federation for Mental Health 
was held at the University of Vienna. At the Inaugural Session, a message of welcome 
from the Patron, the President of the Austrian Federal Republic, was read by 
Professor Dr. Hans Hoff, the President of the Austrian Association for Mental 
Health, and Vice-President of the World Federation for Mental Health, in the 
presence of Government ministers and other distinguished leaders. 

The Minister of the Interior, Herr O. Helmer, gave a short resumé of the work 
done by the Federal Government on behalf of the refugees with whose plight the 
meeting was concerned. Once again it made one aware of the magnitude of this 
problem, and the gallant réle the Federal Republic is playing in finding a solution. 
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“* Uprooting and Resettlement ” was the theme of the meeting and the addresses 
and discussions throughout were centred upon the psychological and sociological 
aspects of refugees and migrants in all parts of the world. 

At the Plenary Sessions the programme covered: “‘ Man’s Responsibility in 
the World”, Dr. Brock Chisholm (Canada); “ Resettlement as a Sociological 
Problem ”’, Dr. Maria Pfister, Mental Health Section, World Health Organization; 
“Common Psychological Factors in Refugee Problems Throughout the World”’, 
Dr. Elfan Rees, adviser on Refugee Affairs to the World Council of Churches; 
** Identity in our Time ”’, Professor Erik H. Erikson, USA; “‘ Mental Health Problems 
in a Refugee Situation ’, Dr. H. Strotzka, Austria; the Dr. Mary Hemingway Rees 
Memorial Lecture on “‘ Mental Health in the Light of Ancient Wisdom ”’, Dr. H. V. 
Dicks, United Kingdom; ‘* Voluntary Migrants in Australia”, Professor Dan L. 
Adler, USA; “ Voluntary Migrants in Canada’”’, Professor John C. Sawatsky, 
Canada. At the General Session an address on “‘ Ten Years’ Work, and the Future ”’ 
was given by Dr. J. R. Rees, Director, World Federation for Mental Health. ‘* The 
Place of Mental Health in the Planning of Immigration Programmes ”’ was discussed 
by a panel, which consisted of Sir Harry Wunderly, Australia, Dr. Robert A. Esser, 
USA, Dr. I. G. M. Szecsédy, Hungary and Sweden, Dr. H. Strotzka, Austria, 
Mrs. Phyllis Palgi, Israel, and Dr. Brock Chisholm, Canada. At the concluding 
session Professor Dr. Hans Hoff, Austria, gave an address on “‘ Home and Identity ”’. 
For the first time an attempt was made to examine the refugee problem from the 
mental health angle. 

The meeting covered its tremendous programme admirably. The theme was 
given the most careful approach, the papers presented were excellent; the discussions 
proved that the participants—approximately 500 from 34 countries—had come to 
study the refugee problem with an open mind, and, in doing so, had realised the need 
for stimulation and mutual education in this field. 


I was particularly fortunate in attending the group concerned with the training 
of personnel engaged in refugee work. As this personnel comprises not only trained 
social workers, but also nurses, policemen, various emigration missions, voluntary 
workers, administration personnel, etc., it is of the utmost importance to give the 
personnel the best possible preparation for their responsible work. It was noted 
that, unfortunately, in the past persons engaged in refugee work lacked training in 
mental health. Everything possible, therefore, should now be done to ensure that it 
is part of their training programme. It was emphasised that only personnel well- 
versed in mental health would be able to give uprooted people the understanding 
and the help so essential during the difficult period of transition and integration. 
A number of excellent mental health films were shown. 


The programme included visits to the Hungarian Refugee Camp in Traiskirchen 
and to the SOS-Children’s Village in Médling-Hinterbriihl. It is hoped an account 
of these will be published in a future issue of the Jnternational Nursing Review. 

At the General Session of the World Federation for Mental Health, Dr. J. R. 
Rees, the Director, presented a Report on the Federation’s activities during the past 
ten years, and gave an outline of its future activities, especially the World Mental 
Health Year of 1960, and the 6th International Congress on Mental Health, to be held 
in Paris in August 1961. 

It was also announced that the next Annual Meeting, i.e., the Twelfth Annual 
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Meeting of the World Federation of Mental Health, will take place in Barcelona, 
Spain, from 30th August—Sth September, 1959, and that the theme will be “* Planning 
for Mental Health”. 


Professor Dr. Hans Hoff, Austria, was elected President 1958-59, and Dr. Paul 
Sivadon, France, Vice-President, Dr. George S. Stevenson, USA, was elected Treas- 
urer. It was gratifying to learn that the ICN nominee, Miss Gerd Zetterstrém, 
Sweden, was elected a member of the Executive Board. 


ANNUAL MEETING OF THE TRAINED NuRSES’ ASSOCIATION OF AUSTRIA 


It has become the custom for the Trained Nurses’ Association to hold its Annual 
Meeting in a different part of the country each year, and to plan it as a post-graduate 
study week. In September 1958 the Annual Meeting was held in Obertraun and was 
attended by approximately 130 participants. 


The five-day programme was planned very carefully, and excellent papers on 
Developments in Neuro-Surgery, Degeneration and Injuries of the Brain in Infancy 
were given. The Chief Medical Officer of Upper-Austria presented a paper covering 
the entire Health Service. with special emphasis on the public health field and the 
part of the nurse in it. Great interest in the meeting was shown by the Federal State 
Health Authorities and the local municipal representatives. 


As the guest of the Trained Nurses’ Association of Austria, I had the honour of 
addressing the meeting on the International Council of Nurses, its history, its aims 
and its activities. It gave me great pleasure on this occasion to pay tribute to an 
Austrian nurse, the late Princess Anna Schwarzenberg, who was the Executive 
Secretary of the ICN from 1934—47, and whose indefatigable efforts made it possible 
for nurses from several European countries to attend the first ICN Post-War Congress 
in Atlantic City in May 1947. She is remembered with pride and affection by nurses 
of her native land, not only at her School of Nursing—the Rudolfinerhaus—but also 
by her contemporaries and her former student nurses, themselves now holding leading 
nursing positions. 


The days in Obertraun were happy and constructive. The weather for the first 
three days was glorious, so that the discussion groups were transferred into the open. 
There were two lovely afternoon excursions to Hallstatt, an ancient mining village 
with the oldest salt mine known, and the renowned Museum with its wonderful 
treasures of the Hallstatt and La-Téne periods. 


I could not have wished for a better guide than I had in Miss Strobl, the President . 
of the Trained Nurses’ Association of Austria, who imparted her wide knowledge 
of native history and culture in a most charming way. 


On the last evening, despite torrential rain, a local school master organized a 
group of talented amateurs, who, wearing their picturesque national costume, enter- 
tained us with folk songs, folk dancing and recitations in the local dialect. It was a 
most enjoyable evening and a fitting ending to our day of sight-seeing. 


VISITS 


My visit to Austria afforded me the opportunity to establish a closer contact 
with the Trained Nurses’ Association of Austria, and to get a better insight into their 
activities, and also into their problems. I greatly appreciated the opportunity to be 
present at the meeting of the Board, which had been specially called to enable me to 
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meet the Honorary Officers and Members of the Board before going to the Annual 
Meeting in Obertraun. 


Many questions concerning the nursing profession in Austria were discussed. 
These discussions proved most helpful in bringing me up-to-date with nursing in 
that country. 


I was also able to obtain more detailed information as regards the Association’s 
activities on behalf of the Hungarian Refugees. Although we had read about these 
activities in the nursing press of various countries and fully appreciated the help 
given, it was only when hearing of them at first hand that it was brought home to me 
most forcibly how great were the sacrifices the nurses of that country had made in 
those harassing times. The international understanding and readiness to assist each 
other in such times had manifested itself by the generous assistance given by National 
Nurses’ Associations in other countries. 


I had the opportunity to spend a considerable time with the Executive Secretary 
of the Association, and discussed in detail the various cases about whom we were 
in correspondence. Personal discussion always seems to solve problems much more 
easily than when they have to be tackled in writing! 


The Headquarters of the Association are situated in a flat, of which the Associa- 
tion are sub-tenants, and, although quite charming, it is not ideally suited for that 
purpose. They are anxious to find more suitable accommodation, and are endeavour- 
ing to raise money for that purpose. 


My visits to Hospitals, Schools of Nursing, Child Welfare Centres, etc., enabled 
me to become better acquainted with the training and working conditions of nurses 
in Austria. This was further helped by discussion with Dr. Paul Slezak, Medical 
Officer at the Federal Ministry for Social Administration, which is the supreme 
Health Authority in Austria. I greatly appreciated this opportunity, as I was especi- 
ally interested in discussing, amongst other nursing topics, post-graduate nursing 
education in Austria. The basic nursing education is on a very high level indeed, 
despite the set-back caused by the Occupation, when the length of nursing training 
was reduced from three years to eighteen months; in 1949 it was again extended to 
three years. There is, however, urgent need for post-basic nursing education to pre- 
pare nurses for both teaching and administrative positions. 


It was apparent to me from my talks with the many eminent representatives 
of the medical profession, among them the President of the Chamber of Physicians, 
that the nursing profession is held in the highest esteem in Austria. However, there 
are still many problems to be solved concerning the working and living conditions, 
etc., of nurses, and one therefore hopes that the time is not far distant when the 
nursing profession will have a Nurse Representative at the Federal Ministry for 
Social Administration. 


During my study tour of the Federal Republic of Austria, I was fortunate to 
be able to visit institutions in six out of the nine Federated States, i.e., Vienna, the 
Tyrol, Upper-Austria, Lower-Austria, Styria and the Salzkammergut. My programme 
covered: 
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16 Hospitals 
16 Schools of Nursing both for general and children’s nursing training 
12 Nurses’ Homes 

1 Rehabilitation Centre 

1 Sanatorium 

5 Child Welfare Centres 

I feel therefore that I have been given a comprehensive insight into the general 
health service of the country. 


I was shown not only excellent up-to-date new hospitals, both completed and 
in course of erection, but also old ones where there was need for improvement. 
Wherever I went, whether to large hospitals in cities and towns, or small ones in rural 
communities—I have especially in mind the Frontier Hospital at Wanga—I was 
immensely impressed by the sense of responsibility and devotion shown by all those 
concerned with the care of the sick, and especially by the initiative shown by the nurses. 

Due to the rapid increase in the building of new hospitals and homes for nurses, 
both working and living conditions of nurses will greatly improve in the near future. 

I was glad to have the pleasure of addressing a large gathering of both graduate 
and student nurses at the Landeskrankenhaus in Innsbruck, and student nurses 
from all schools of nursing in Vienna and student nurses in Graz. The discussions 
that followed each address showed the great interest both graduate and student nurses 
are taking in nursing affairs. When speaking to student nurses their attention was 
especially drawn to the International Student Nurses’ Unit, in which they appeared to 
take a keen interest. 

It was felt that an exchange of student nurses would be a stimulating experience 
for them. It also appeared that it would be an incentive in the pursuit of their study 
of languages. 

The Trained Nurses’ Association of Austria is anxious to welcome nurses, 
sponsored by their National Nurses’ Associations, who are sufficiently interested 
to take advantage of the International Council of Nurses’ Exchange of Privileges 
for Nurses scheme. I met several nurses from the Netherlands and Germany in the 
hospitals I visited, who seemed to enjoy this experience greatly. 

During my visits to the schools of nursing I was repeatedly made aware of the 
shortage of teaching material. It then occurred to me that it would be an excellent 
scheme if schools of nursing in other countries were able to “ adopt ”’ individual 
schools of nursing in Austria, and help them to procure the essential teaching material 
such as text books, current nursing literature, visual aids, slides illustrating the history 
of nursing, etc., anatomical models and other teaching equipment. 

It will be appreciated that in this brief report it is impossible for me to present 
a detailed account of my study tour. I do hope, however, that this outline will 
reflect the impressions gathered during my visit to this very beautiful country. 

I should like to take this opportunity to express my deep appreciation and 
gratitude to all who made my visit such a memorable one, especially I should like 
to thank Miss Strobl, President of the Trained Nurses’ Association of Austria, who, 
together with Miss Neugebauer, the Executive Secretary, planned this wonderful 
programme for me. 

May I conclude by wishing the Trained Nurses’ Association of Austria, under 
the wise and capable guidance of their President, every success in their future activities. 
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